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Report of the Conference on the 
Medical Services in Canada” 


Arranged by the Canadian Medical Association, and held under patronage of the 
Hon. Henri Beland, Minister of Health for Canada, 
in the House of Commons, Ottawa, 


December 18, 19 and 20, 1924 


HE conference on the national medical ser- 
vices in Canada as arranged by the Canadian 
Medical Association met in the House of Com- 
mons at 10.30 am., December 18th, under 


the chairmanship of Alexander Primrose, C.B., 
M.D., C.M. 


Introductory Welcomes 


The meeting was called to order by the chair- 
man who introduced the Honourable G. P. 
Graham, Acting Minister of Health. On rising, 
Mr. Graham expressed regret that the Hon. Dr. 
Beland was still in Geneva, working on behalf 
of his country in connection with the League 
of Nations, and at present acting as chairman 
of the committee which has to deal with the 
suppression of the opium traffic. Mr. Graham 
then weleomed the members of the conference 
to Ottawa, and to the use of the Parliament 
Buildings for their meeting. He said he had 
never presumed to sit as a doctor of medicine 
until this morning, though he had tried some- 
times to diagnose the ills of the country and to 
do his best in prescribing for them. He trusted 
that the deliberations of the conference might 


*For full copy see Hansard report published by the 
Department of Public Health. 


have great value in bringing the provinces into 
closer touch with one another, both in thought 
and action; that in this way the progress of 
medical science might be furthered, and that as 
a consequence the well-being of all classes of 
the community might be promoted. 


The Chairman after thanking the Honourable 
Minister for his words of welcome, then called 
upon the President of the Canadian Medical 
Association, Dr. Franklin Kidd, to address the 
meeting. 

Dr. Kidd expressed his pleasure at seeing such 
a large gathering of representatives of the medi- 
eal services, and called attention to the fact 
that this was the first time in the history 
of Canada that a meeting of this character 
had been held. ‘‘It is fitting,’’ he said, ‘‘that 
this first meeting of representatives should 
foregather in the Capital under the distin- 
guished patronage of the Acting Minister of 
Health. We have to-day with us representatives 
from the Dominion and Provincial Departments 
of Health, from the medical schools, from the 
Dominion Medical Council, and from the several 
provincial medical councils. We have also the 
officers of our provincial medical associations, 
and members of the Executive Committee of 
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the Canadian Medical Association. While it has 
been customary for many of these groups to 
meet once a year, never before have they met 
in a congress of this character. This unique 
gathering is actuated by one motive, namely, 
the development of an ever increasing co-oper- 
ative spirit on the part of those charged with 
the medical responsibilities of this great 
Dominion, with the hope that thus harmonious 
action in the several provinces may be fostered 
and a higher type of medical service in keeping 
with the best traditions of our art be developed.’’ 
The speaker referred to the fact that repre- 
sentatives from the four western provinces had 
gathered last year in the city of Winnipeg, and 
had there developed a plan of co-operation 
which had had excellent results during that sum- 
mer. He hoped that the present conference 
might be productive of the greatest possible 
benefit not only to our profession but to the 
public general welfare. 

He then introduced Dr. Low, of Regina, Presi- 
dent-elect of the Association. Dr. Low expressed 
his pleasure in being present at this meeting 
which was in a sense a culmination of the ideals 
of many members of the profession. In another 
sense he trusted that it might prove to be the 
opening of the gate to permit more rapid pro- 
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gress in‘ the fuller development of close ‘o- 
operation between the profession in the different 
parts of this great country of ours. ‘‘It is,’’ he 
said, ‘‘a good thing for us all to get together and 
compare notes. I think we can confidently look 
forward to results greater than any dreamed 
of at the inception of this conference. I also 
hope that this will be only the beginning of a 
long series of meetings, which carried on from 
year to year, may have as their result a keener 
appreciation amongst us of the problems and 
necessities of one another and of the work which 
each province is attempting; thus leading to 
closer co-working and a lessened possibility of 
the creeping in of divergences of opinion. I 
hope that the profession from Halifax to Van- 
ecouver will show a united front not only in 
advancing the science of medicine, but in de- 
veloping our usefulness to the public at large.’’ 

THe CHAIRMAN: I am glad that we have 
heard from the President of the Canadian Med- 
ical Association and from the President-elect. 
I think they have sounded the proper note for 
this conference when they suggest that the main 
thing we have in view is to unify the forces 
of the profession in Canada so that we may pro- 
ceed with a common purpose and common ideals 
to great achievement. 


THE CHAIRMAN’S ADDRESS 


ALEXANDER Primrose, C.B., M.B., C.M. Edin., M.R.C.S. Eng. 


Toronto 


At the meeting of the Canadian Medical 
Association held in Ottawa in June, 1924, it was 
determined to convene a Congress in Ottawa 
for the purpose of discussing matters of interest 
common to all sections of the medical profes- 
sion in this country.. The various activities of 
the public health service; medical education; the 
role of the licensing bodies, the provincial 
licensing boards in their relation to the Domin- 
ion Medical Council, and: the relation of all 


such bodies to the teaching universities on the 
one hand, and to the profession on the other; 
health insurance; procedure in our law courts 
in the matter of expert evidence; these and other 
subjects may be discussed in the light of exper- 
lence gained by different groups of medical prac- 


titioners from all parts of our vast Dominion. 
It seemed fitting that the Canadian Medical 
Association, which represents all sections of our 
country from the Atlantic to the Pacific, should 
inaugurate this movement; a congress so widely 
representative is capable of accomplishing much 
good. In Canada, where the large centres of 
population are so widely separated, we are apt 
to lack co-ordination in effort; we get self-cen- 
tred, and we fail to Understand that many of 
the problems which confront us are national 
and not merely provincial or sectional. This 
congress is convened for the purpose of uniting 
our forees. Instead of individual units, each 
seeking its own selfish interests, we hope to com- 
bine our forces and to present a solid front 
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which will be effective in our determination to 
secure the highest ideals. 


Public Health 


State control of public health and the enact- 
ment of laws for the prevention of disease are 
entirely of modern development. By the com- 
mon law of England, ‘‘the only remedy for any 
act or omission dangerous to health was an 
action for damages or an indictment for nui- 
sance.’’ Following the plague epidemic, an Act 
was passed in 1603 making it a capital offence 
for an infected person to go abroad after being 
commanded by the proper authorities to keep his 
house. After the great fire, the Act for the re- 
building of London (1668) made provision for 
the height of houses, the breadth of streets, the 
construction of sewers, and the prohibition of 
noisome trades. Later, in the most important 
towns in England, local Acts provided the 
authorities with power to control public health. 
The first public health Act embracing the whole 
of England was passed in 1849. The present 
controlling authority in England is the ‘‘ Local 
Government Board’’ which was created by the 
Act of 1871. 

In the latter part of the nineteenth century 
the economic value to the state of the health of 
the community was recognized in a manner which 
had not hitherto obtained. That famous British 
statesman, Benjamin Disraeli, Earl of Beacons- 
field, said: ‘‘The health of the people is really 
the foundation upon which all their happiness 
and all their powers as a State depend.’’ 

Numerous Acts dealing with public health have 
been passed in England since that date. It might 
be interesting, had one time and opportunity, to 
summarize the numerous Acts dealing with pub- 
lic health and to observe that hardly any phase of 
human activity has been overlooked in the effort 
to regulate these activities in such fashion that 
they should not become a menace to health. 

The more important enacted were the follow- 
ing:—(1) The Education Act with the provision 
ior Meals Act, ete; (2) The Old-Age Pensions 
Acts; (3) The National Health Insurance Acts; 
(4) The Public Health Act, (a) as to hospitals 
and the treatment of disease, (b) as to maternity 
and child welfare; (5) War Pensions and Minis- 
try of Pension Acts; (6) Housing of the Work- 
ing Class Acts; (7) Acts relating to the Relief 
of the Poor; (8) Unemployed Workmen’s Act; 
(9) Unemployed Insurance Act. England thus 
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was the pioneer of all nations in instituting effec- 
tive legislation for the maintenance of public 
health and the prevention of disease. 

In the United States of America the care of 
the public health has secured an ever increasing 
amount of attention in recent years from both 
Federal and State Governments. The federal 
public health service is a well organized body 
with wide powers; it has been freed from 
‘*political restrictions and petty annoyances’’ so 
that it is not hampered in rendering effective 
service to the State. As an illustration one 
might mention the work accomplished in pre- 
serving the health of children. From a recent 
article on this subject one may quote that ‘‘as 
early as 1892 New York City provided for the 
inspection by health officers of school children, 
and by 1920 practically every city had organized 
some form of health examination for all pupils 
attending public schools.’’ The work has ex- 
tended, and in late years qualified medical ex- 
aminers have been employed to examine the eyes, 
throat, teeth, ete., and treatment is often given 
at the public expense where necessary. Schools 
in the open air have been opened for tuberculous 
children and means have been employed to 
secure fresh air, and suitable nourishment for 
such children. The extent of this work may be 
appreciated by the statement that ‘‘in 1919 cities 
having each a population of more than 30,000 
expended an aggregate of $1,849,624 on medical 
work for school children, and an additional 
amount of $908,742 on other child conservation 
work, such as the employment of trained nurses 
to visit mothers in congested districts, and the 
establishment of infant welfare stations where 
mothers could obtain medical advice and free 
treatment for their babies.’’ 

In Canada we may congratulate ourselves that 
we are in no way behind other countries in the 
solution of such questions. Our activities, 
Dominion, provincial, and municipal, will com- 
pare favourably with those of other countries, 
and indeed in some respects we are in advance of 
others in our effective management of matters 
concerning public health. In the various prob- 
lems which we are to discuss in this Congress, in- 
cluding public health and the different ramifica- 
tions of that important subject, we are con- 
fronted with conditions peculiar to the country 
in which we live. The extent of this Dominion, 
with widely scattered centres of population, the 
nature of our climate and in many instances the 
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divergent interests of the people in different 
parts of Canada, make it difficult to combine 
effort and to establish effective measures which 
will have the whole-hearted support of the entire 
population. The supreme purpose of the present 
Congress is to secure the co-operation of the 
entire country: we hope to be of assistance to 
the Dominion authorities, to strengthen their 
hands and inasmuch as we represent the whole 
of Canada from the Atlantic to the Pacific, we 
trust we may by combined effort provide some 
rulings of service in attaining ideals of the 
highest order in dealing with these questions 
for the betterment of our people. 


Influence of Modern Means of Trans- 
portation. 


It is impossible to overestimate the revolution- 
ary effect of modern methods of transportation on 
our national life. Quick transportation by sea 
and land, more recently in the air, with added 
comfort in travel, has induced an ever increasing 
number of people to go abroad. A continuous 
stream of travellers passes from one country to 
another. Not only so, but there is a constant 
interchange of commodities including food stuffs 
and the transportation of cattle. The most im- 
portant factor to be considered, however, is the 
movement of immigrants. It is no longer pos- 
sible for any nation to remain isolated and self- 
contained: the destiny of each country is 
inevitably affected by its relations to other coun- 
tries. This fact was demonstrated and forced 
upon the attention of the nations of the world 
during the great war and its aftermath. Among 
the many points of contact thus established, none 
has demanded greater attention than those 
which affect health. The preservation of public 
health and the prevention of disease has thus 
become an international problem. 


The League of Nations 


Embodied in the treaty of Versailles as an 
article of the covenant of the League of Nations 
are these words: ‘‘Subject to, and in accordance 
with, the provision of international convention 
at present sitting, or hereafter to be agreed 
upon, the members of the League will endeavour 
to take steps in matters of international concern 
for the prevention and control of disease.’’ 

The Assembly of the League of Nations at its 
first meeting in Geneva in December, 1920,, in 
accordance with the responsibilities placed upon 
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it by the various treaties of peace, established 
a permanent international health organization 
as an important part of the activities of the 
League. 


The health organization of the League of 
Nations as at present constituted is most com- 
prehensive in its scope and activities. It is 
well for us in Canada to become familiar with 
its work and the method of its organization. 

A central executive body has been appointed 
termed the Health Committee, and is composed 
of sixteen members, namely, the Chairman of the 
Advisory Council, nine members chosen by the 
Advisory Council, and six members appointed 
by the Council of the League after consultation 
with the Health Committee. Four additional 
members may be appointed by the Council. The 
appointments extend over a period of three 
years. 

This Health Committee directs the health 
work of the League of Nations through a medical 
director. 


There are a large number of sub-committees 
which have already accomplished much even in 
the few years of the committees’ existence. 
Some of these we may refer to as an example of 
the type of work accomplished. 


The Epidemiological Intelligence Service of 
the League of Nations Health Section, organized 
with financial assistance from the Rockefeller 
Foundation, gathers information on the pre- 
valence of infectious diseases throughout the 
world and endeavours to promote collaboration 
between the National Statistical Services in or- 
der to co-ordinate their efforts. 


Weekly or bi-monthly reports are issued from 
seventy-six countries or colonies with mortality 
and public health statistics. Statistical experts 
from various countries have been invited to 
Geneva. The central office is in Geneva, and a 
branch office is projected for the Far East. Re- 
ports on health organizations in various coun- 
tries have been published, and others are in pre- 
paration. For the first time official and contem- 
porary records of epidemic movements through- 
out the greater part of the world are concen- 
trated in easily accessible form. 


Standardization of Sera, Serological Tests and 
Biological Products—On the proposal of Dr. 
Th. Madsen the Provisional Health Committee 
initiated joint investigations to be undertaken 
with the view to obtaining an agreement on the 
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standards of potency of all therapeutic sera. 
The London Conference of December, 1921, fixed 
the general programme of laboratory investi- 
gations. The Danish State Serum Institute, 
Copenhagen, is acting for the purpose of this 
investigation as the central laboratory. 

There was a special meeting at Geneva in 
September, 1922, to consider an agreement re- 
garding the international unit of diphtheria 
anti-toxin, and it has now been arranged that 
States may apply to the Institute in Copenhagen 
for the retesting of their diphtheria standards 
to be gauged in comparison with an accepted 
international standard. 

Research on the Standardization of the Fol- 
lowing Products is also being carried on:— 
Digitalis extract, pituitary extract, thyroid ex- 
tract, insulin, ergot, and arsenobenzol. 

Standardization of an Anti-Dysentery Serum 
is being carried on in London, Paris, Warsaw, 
Basel, Moscow, and Tokio; of Anti-Tetanic 
Serum in Paris, Prague, Washington and Frank- 
furt; of Anti-Pneumococcus Serum in London, 
Paris, New York and Berlin; and of Anti-Men- 
ingococcus Serum in London, Paris, New York 
and Berlin. 


The International Incomparability of Mor- 
tality Statistics—The international list of 
causes of death prepared by the late Dr. Jacques 
Bertillon in 1886, and revised by international 
agreement in 1900, 1909, and 1920, constitutes 
the first practical advance towards international 
comparability of vital ‘statistics. It is used in 
full detail only in a few of the signatory coun- 
tries; the utility of the statistics is further 
impaired by the absence of uniformity in regis- 
tration methods, medical definitions and statis- 
tical procedure. 

The gathering of medical statistics has ad- 
vanced but slowly and with little international 
co-ordination, so that the quality and coherence 
of the data no longer correspond to the highly 
developed methods of statistical research. Re- 
cognizing this fundamental weakness of medico- 
statistical work, the epidemiological intelligence 
service was undertaken :— 

1. To study, through groups of experts, the 
inecomparability of mortality and _notifi- 
able disease statistics viewed internation- 
ally. 

To publish hand books on the vital statis- 
tics of various countries. 
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3. To organize groups of medical statisticians 
to collectively study statistical procedures 
in various countries. 

An example of incomparability of the facts 
underlying statistics is given as follows: The 
fatal issue of an appendicitis is largely con- 
ditioned by the occurrence of peritonitis; the 
latter cause is accepted as sufficient in Italy and 
the Netherlands, while the primary cause is de- 
manded in the United States and in England. 
The statistics are therefore not comparable. 

Many of these points could be regulated by 
international agreement, but uniformity of pro- 
cedure is, as yet, entirely lacking. 


Interchange of Health Officers—Aided by 
subventions received from the International 
Health Board of the Rockefeller Foundation, the 
League of Nations Health Organization has ar- 
ranged a series of inter-changes of health officers 
of forty-three countries, who have thus been 
able to study sanitary progress and administra- 
tion in countries other than their own, accord- 
ingly promoting efficiency and international 
solidarity between health administrations. 

Tuberculosis specialists have interchanged, 
also members of the school of hygiene. 


Individual members of our Canadian profes- 
sion also have been active in international health 


work. In the summer of 1923 the late Dr. C. 
K. Clarke, Professor of Psychiatry in the Uni- 
versity of Toronto, delivered the Maudsley lec- 
tures in England, and aroused great interest 
among the health authorities of Great Britain 
by his fearless and able discussion of the ques- 
tion of the emigration of the mental defective. 
The public and professional press of that coun- 
try paid high tribute to the manner in which he 
handled the subject, and approved of the help- 
ful suggestions he made. 


The International Health Board of the Rocke- 
feller Foundation.—Another of the international 
health organizations of recent origin is that 
which has been inaugurated by the Rockefeller 
Foundation. The International Health Board 
of that Foundation has already accomplished 
much for the benefit of humanity. A _ vast 
amount of capital has been invested for inter- 
national service. By a munificent bequest they 
have made it possible to establish in London 


what is known as the London School of Hygiene 
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and Tropical Medicine, an institution which is 
truly international in its aim. It is inaugurated 
under the able direction of Dr. Andrew Balfour, 
and is unique in its organization, equipment and 
objective. More recently the Rockefeller Foun- 


dation through its International Health Board 
has made provision for the establishment of a 
school of hygiene in Canada. 

On May 20th, 1924, the International Health 
Board of the Rockefeller Foundation approved 
of a proposal to assist financially in the creating 


and endowment of a school of hygiene in the 
University of Toronto; and the following day 
the Rockefeller Foundation pledged $650,000 to 
the governors of the University of Toronto for 
that purpose. The governors of the University 
have accepted the proposals, and the above men- 
tioned sum will be utilized to provide a building 
to cost not more than $400,000; the remaining 
$250,000 will be used for the endowment of the 
school. While final details of organization re- 
main to be perfected, the school will include the 
Departments of Hygiene and Preventive Medi- 
cine and Public Health Nursing, and the Con- 
Laboratories. The operating or public- 
(namely, the anti-toxin and 


naught 
service divisions 
insulin units) of the Connaught Laboratories 
will be merged to constitute a public-service sec- 
tion of the school. 

Hitherto, in 
courses in hygiene and public health have been 
available to graduates in medicine. These 
courses extended over one winter session of eight 
months and one summer session of three months. 
After passing a satisfactory examination the 
candidate received the Diploma of Public 
Health. These courses have undoubtedly served 
a useful purpose in the past, but adequate 
provision has not been made for the complete 
training of the specialist. We require better 
equipment and a special staff to meet the de- 


Canadian universities special 


mand which is now made upon us. We congrat- 
ulate ourselves that through the generosity of 
the Rockefeller Foundation a school is about to 
be established in Canada where facilities unsur- 
passed will be available for those who desire 
to take an intensive course of special study lead- 
ing to a degree in public health. It is difficult 
to overestimate the value of this recent addition 
to our educational institutions; it is a develop- 
ment of national importance, of which we in 
Canada may well be proud. 
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The Training of Specialists in Public Health in 
other Countries.—We have already noted certain 
schools endowed by the Rockefeller Foundation, 
in Prague, Warsaw, and London. We may refer 
to two other schools endowed by the Foundation 
which are successfully accomplishing their 
object. The Johns Hopkins University School 
of Hygiene and Public Health: this was opened 
in October, 1918, with Dr. William H. Welch as 
Director; Dr. Wm. H. Howell assisting in the 
work of organization. 


The Harvard School of Public Health.—For 
many years Harvard University has shown a 
very considerable amount of activity in public 
health work. In 1909 a department of preven- 
tive medicine and hygiene was established. The 
degree of Doctor of Public Health was first con- 
ferred in 1911. In the same year a department 
of sanitary engineering was inaugurated. In 
1913 a department of tropical medicine was 
formed, and in 1918 a division of industrial 
hygiene with clinical and laboratory facilities 
was organized. There were other activities car- 
ried on jointly with the Massachusetts Institute 
of Technology. Thus a substantial nucleus was 
formed in the university for the establishment 
of a school of public health of larger scope. 
This was founded in 1921 and endowed by the 
Rockefeller Foundation. 

Another well-established school on this con- 
tinent is the school of hygiene and public health 
in connection with the University of Pennsyl- 
vania at Philadelphia. It is an independent in- 
stitution in that regard. 

Apart from the training of the specialist we 
must not overlook the education of the general 
practitioner in matters of public health. No 
matter how efficient the medical health officer 
may be, he must ever be dependent upon the 
intelligent co-operation of the general practi- 
tioner. More particularly would we emphasize 
the importance of providing for lectures on pre- 
ventive medicine, in the many phases of that sub- 
ject, as a part of the curriculum in the under- 
graduate course in medicine. It is incumbent 
upon our Canadian universities to provide ade- 
quately for special study in a subject, which, 
of recent years, has become of ever increasing 
importance as a progressive branch of medical 
science. 

In recent years an increasing amount of atten- 
tion has been paid to the education of the public 
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regarding matters concerning public health. 
This has been carried on through various agen- 
cies. One might instance as an example of 
municipal activity, the excellent bulletin pub- 
lished monthly by Dr. Hastings, the Chief Medi- 
eal Health Officer of the city of Toronto. This 
bulletin is issued to every ratepayer and dis- 
cusses in simple language the best methods of 
preventing disease. It also contains suggestions 
for the care of the sick. Bulletins of a similar 
type are issued by the federal and almost all 
the provincial health authorities, and sent to 
all physicians in the province, as well as to 
the lay public. Other methods have been 
adopted for the purpose of reaching the pub- 
lic, such as health expositions, and _ broad- 
casting of talks on health by radio. Certain 
other organizations pay special heed to this type 
of publicity, such as the Canadian Social Hy- 
giene Council in their effort to combat venereal 
disease, and the Anti-Tuberculosis League. The 
American Society for the Control of Cancer is, 
in my opinion, also accomplishing good results 
both in the United States and Canada. An 
enormous amount of effort has been expended in 


the hope of solving the cancer problem, its 
etiology and effective treatment. 
tical result of clinical observation thus far is to 
establish the fact that cancer is a curable disease 


The only prac- 


if removed early. The public is being instructed 
as to the importance of this fact. The Society 
for the Control of Cancer began its work in the 
United States and Canada. More recently the 
Royal Society of Medicine has taken the matter 
up, and as a result in Great Britain a very active 
propaganda, with similar objects, 
iuaugurated. 


has been 


Canadian Health Organization 


Dominion Activities—Turning now to Can- 
adian organizations in the Department of Public 
Health, we find that these are federal, provincial 
and municipal. 

The earliest recognition of public health in 
Canada was the enactment of the Quarantine 
Act, in 1794. Boards of health were formed in 
1832-1834 by the legislature of Upper Canada 
to combat an epidemie of cholera. In 1847 no 
less than 98,106 immigrants passed through the 
port of Quebee. Of these 8,691 were admitted 
to Grosse fle Hospital. Deaths from typhus 
fever among those admitted to hospital were 
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3,226; in addition 2,198 died on ships detained 
in quarantine. These victims of typhus were 
buried at Grosse fle. There was a typhus epi- 
demic in Canada in the years of 1845-47, of 
cholera in 1849 and again in 1854-55. In 1849 
a central board of health was established in 
Canada. I am indebted to Dr. MacKay for giv- 
ing me these figures, which I accepted from his 
recent monograph, 7'en Years’ Experience on the 
Provincial Board of Ontario. 

Dominion activities in connection with public 
health have thus been earried on in Canada for 
many years. For more than half a century 
(1865-1920) Dr. Frederick Montizambert, 
C.M.G., as Director General was responsible for 
safeguarding the health of the Dominion. Con- 
spicuous in effective administration may be 
noted his development of the quarantine and 
marine hospital services both on the Atlantic 
and Pacific coasts. He attained an international 
reputation as an authority on these matters. He 
was president successively of the American and 
Canadian Public Health Associations. In the 
early days after Confederation he encountered 
many difficulties, such difficulties as are always 
attendant upon the initial development of a 
great public service in a new country. How 
splendidly he accomplished his purpose is uni- 
versally acknowledged. We do well in Canada 
to pay tribute to a public health servant who has 
accomplished so much for the welfare of his 
fellow-countrymen. 

In connection with federal activities we may 
note the formation in 1911 of the Canadian 
Public Health Association, under the patronage 
of the Duke of Connaught. Then again in 1919 
a health ministry was established in the Domin- 
ion Parliament with Dr. Amyot as Deputy Min- 
ister. Under this ministry was established the 
Dominion Council of Health, in which the 
various provinces are represented by their chief 
executive health officer; these along with five 
members representing agriculture, labour, ete., 
including educational bodies, the 
council. 

The work of the council has included, among 
other activities, an effort to standardize the 
health regulations of the provinces, the publi- 
cation of public health literature, the franking of 
vital statistics and public health returns, the 
study of public health questions, and the secur- 
ing of federal aid in promoting such work as 


constitute 
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clinies for the treatment and control of venereal 
disease. 

Here I would refer, in passing, to the need of 
this Congress using its influence to the utmost in 
urging the necessity of continuing the grant 
of $200,000 per annum which has been provided 
by the Dominion Government for the past five 
years for the purpose of combating venereal 
disease in Canada. We learn with concern that 
it is proposed to diminish this grant. It is 
true the grant was guaranteed for only five 
years, and the plea has been made that it was 
intended for the initial cost of organization. Let 
there be no misunderstanding on that count. It 
is easy to show that the expenditure was made 
not on organization, but on the actual cost of 
the conduct of these edlinics. Those who know 
the situation recognize the splendid work which 
has been accomplished for our country under 
these grants in the last five years. We can only 
view with consternation the proposal of cutting 
them down; and in the interests of our fellow- 
citizens we would appeal to our Dominion Gov- 
ernment to provide whatever financial aid is 
necessary for this purpose. It might easily be 
shown that an increase of the present grant would 
be justifiable for Canada. The problem is first 
an international one, as is recognized by the 
Health Committee of the League of Nations in 
establishing and maintaining researches in var- 
ious countries in the sero-diagnosis of syphilis. 
Then it becomes a national problem in which our 
Dominion Government has already taken effec- 
tive action, which we pray in the interest of the 
community will be continued with increasing 
effectiveness. The provinces and the municipal- 
ities are already doing their full share. 

In addtiion to other matters the Dominion 
Health Department has under supervision :— 
Quarantine against other countries, the super- 
vision of food and drugs (patent medicines, 
ete.), the superintendence of marine hospitals, 
the medical examination of immigrants; publica- 
tions on public health, research laboratory work, 
and the organization of the Dominion Council 
of Health. 


Provincial Health Activities—I am not in 
a position to speak historically of the Depart- 
ment of Public Health Service in the various 
parts of the Dominion. We know the various 
provincial boards are doing effective work. The 
problems differ in different provinces. Those 
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with an ocean seaboard, with ports open to the 
outside world, have problems peculiar to that 
situation. Others are concerned with an inter- 
national boundary, on our great lakes, ete. The 
federal and provincial services must act in har- 
mony in connection with problems arising from 
such conditions. The local provincial boards 
of health are under the control of the different 
provincial governments. . 


Municipal Health Activities—Once more I 
must plead your indulgence by citing as an 
example of efficiency, an organization with 
which I am familiar:—In the city of Toronto 
the cost for public health service showed a re- 
markable increase in twenty-five years: 1909, 
$80,610; 1923, $835,132. Under the régime of 
Dr. C. J. O. Hastings the death rate has dimin- 
ished from 15.3 per thousand to 11.4 per 
thousand. Of the activities inaugurated, one 
might mention the following: Sanitary dwell- 
ings; pure milk and water supply, and pure 
food ; control of communicable diseases ; the work 
done by doctors, dentists and nurses; clinics and 
child welfare; work in the public schools; 
health examinations; infant mortality was al- 
most cut in two in ten years; the practical wip- 
ing out of typhoid fever. The Toronto city 
nursing service is a pioneer service in many re- 
spects, with 114 nurses on the city payroll. 
These nurses are engaged in district nursing, 
pre-natal, infant and pre-school supervision; 
school service, physical examination, dental 
service, ete. The Victorian Order of Nurses, 
engaged chiefly in bedside nursing, work in 
close harmony with the public health nurses of 
the city. . 

Once more we recognize that municipal ac- 
tivities in Canada are effectively organized and 
maintained in the different portions of our 
Dominion. The Congress at present assembled is 
capable of accomplishing results of immense 
value. Representatives of all branches of the 
public health service, Dominion, provincial, and 
municipal, are met for the purpose of studying 
problems of common interest. By the inter- 
change of ideas, the demonstration of individual 


problems and by the frank criticism of existing 
conditions we may be helpful to one another, 
and thus we hope to increase efficiency and to 


promote harmony and good-will in our common 
endeavour. 
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” Medical Education 


The advances which have been made in the 
standard of medical education in recent years 
are noteworthy. There is no branch of educa- 
tion in which more rapid and revolutionary 
changes have taken place. These changes have 
been forced upon us because of the ever in- 
creasing progress of scientific knowledge and in 
clinical observation. The present high status 
of medical education is not confined to a few cen- 
tres, but is found in all progressive countries of 
the world. In Canada our progress has on the 
whole been satisfactory, and we have been ac- 
corded a position second to none in our achieve- 
ments. This isa young country. While we per- 
haps lack the experience and prestige of older 
communities, we possibly have an advantage in 
being free from certain traditions and prece- 
dents which often frustrate the effort to make 
revolutionary and radical changes, even when 
these are obviously demanded by the changed 
conditions induced by progress in science and 
discovery. 

The teaching faculties in medicine of our Can- 
adian universities have evolved a course and 
curriculum of study peculiarly their own. In 
the earlier days, it is true, we modelled our 
curriculum largely on those of the mother coun- 
try, in particular those of the Scotch univer- 
sities. But of recent years we have evolved our 
own course, and in not a few instances we have 
been pioneers in the raising of standards and in 
the improvement of the course of study in medi- 
eine. Looking abroad to-day we find we fulfil 
the requirements of the most exacting schools 
in other countries. If we take, for example, the 
exhaustive and illuminating report of Sir George 
Newman, entitled Recent advances in Medical 
Education in England, (1923) we find we mea- 
sure well up to the standards therein set forth 
as approved by the British universities and en- 
forced by the General Medical Council of Great 
Britain. It is of interest to observe that in the 
report referred to, the distinguished education- 
alist, in his analytical study of medical educa- 
tion in its various branches, refers more than 
once in commendatory terms to the conditions 
which exist in Canadian universities. 


Twenty-five years ago it was possible for a 
man to practise medicine and to attain success 
(measuring success by comparison with the re- 


sults achieved by his fellows) without the know- 
ledge of more than the rudiments of pure science 
in its application to medicine. I recall a per- 
sonal experience of some thirty years ago when 
I approached one of the leaders of his profes- 
sion of that time, and asked him to assist in the 
inauguration of a small club for the study of 
pathology. He told me he was ‘‘a practical 
man’’ and was not specially interested in its 
minute study. He was no exception among men 
of his class, many of whom were able to produce 
results in practice well in advance of the large 
majority of practitioners. In the last quarter 
of a century the practice of medicine, using that 
term in its broadest sense to include all special- 
ties, has thrown over empiricism and has now 
been established on a scientific basis. The effect 
is twofold as far as the curriculum of study is 
concerned. First it means a more intensive study 
in the fundamental sciences of physics, chemis- 
try, biology, physiology and anatomy. These to- 
gether with specialized training in the more scien- 
tifie subjects such as biochemistry, pathological 
chemistry, pharmacology, hygiene, applied phy- 
siology, applied anatomy, ete., demand a great 
increase in the time allotted to their study. 
Secondly, the student, having acquired this in- 
tensive training must apply his knowledge clin- 
ically, and so in turn the clinical teaching de- 
mands a great accession to the time previously 
allotted to it. With his clinical work is linked 
up the minute study of pathology and bacterio- 
logy, which is now of fundamental importance 
in his training in the clinical years. The 
inevitable result all along the line is a great 
increase in the length of the curriculum. 

We all deplore the increased length of the 
course in medicine. It is, however, obvious to 
anyone who studies the situation that it could 
not be avoided. If you take, for example, the 
English speaking countries of the world, you 
will find in all schools of medicine there is a 
unanimity of opinion and of action in this re- 
gard. We may have different terms for the dif- 
ferent periods of the course; some may speak 
of ‘‘pre-medical years,’’ others include such 
years in the complete course and call all years 
‘*medical years.’’ But if you analyze the situ- 
ation, you will find that the course embraces 
seven years of special study. Most men (over 
90 per cent in one of our Canadian universities) 
take an additional year as interne in a general 
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hospital. Thus it comes about that a student 
entering medicine must look forward to a period 
of eight years before he is qualified to practice 
his profession. Any school that does not line up 
to this standard is courting disaster. Graduates 
of a school with inferior requirements will find 
themselves handicapped in practice; they will 
be unsuccessful competitors with their more 
highly trained fellows. The public are begin- 
ning to demand a knowledge of a man’s cred- 
entials and are no longer satisfied with the 
mere fact that he is licensed to practice. 

It is interesting to study the gradual evo- 
lution in clinical training due to the intro- 
duction of so-called laboratory methods. At 
first there was an outery that students were be- 
ing taught technical methods with the use of 
scientific instruments and laboratory tests, to 
the exclusion of the essential study of the phy- 
sical examination of the patient. We admit 
frankly the danger of such disastrous methods o/ 
instruction. We also admit that the discussion 
along these lines was advantageous. The danger, 
however, has been averted, and in every well 
organized clinic the methods of physical examin- 
ation are taught more intensively, more persis- 
tently and effectively than has hitherto been the 
ease. On the other hand, students are taught 
laboratory methods in the diagnosis and treat- 
ment of disease. It is absurd to condemn labor- 
atory methods; they must hold their proper 
place in clinical teaching. A student to-day 
must be able to utilize the training he has had 
in the preliminary sciences in their application 
to disease. 

A more recent phase in the evolution of clin- 
ical training has been the demand to have such 
subjects as physiology and anatomy carried over 
to the clinical years as applied subjects. More 
recently still is the suggestion that clinical sub- 
jects should be taught, in their elementary 
phases, along with the sciences in the prelimin- 
ary years of the course. Lastly we have 
been urged to curtail the preliminary science 
course and restrict it to those parts of 
such subjects as physiology, chemistry, and 
anatomy as*may be applicable in medical prac- 
tice. As it appears to me the situation is at 
present confused and demands some clear think- 
ing. I believe many of the suggestions are 
made without logical consideration of the actual 
problem in hand. 

Everyone admits that a knowledge of physics, 


essential in medical education. 
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chemistry, biology, physiology, and anatomy is 
Obviously, we 
do not require to train men as specialists in these 
subjects; therefore careful supervision and re- 
striction in the scope of these courses is demand- 
ed. I take it, however, that we wish a man to 
be trained in chemistry so that he can apply his 
knowledge of chemistry in the diagnosis and 
treatment of disease. Similarly he must be able 
to approach a clinical problem from the stand- 
point of physiology, biology, physics, or anatomy. 

To attempt to apply these sciences to medical 
practice at a time when the student is ignorant 
of clinical problems is waste of time. 
inevitably lead to confusion. 


It must 
In my opinion 


these subjects should be taught as pure science. 
There is, I believe, a great deal of nonsence 
talked about water-tight compartments now-a- 
days; the logical alternative would be a com- 
partment filled with fragmentary material which 
has leaked in from neighboring compartments 


causing a premature precipitation of false con- 
clusions, and resulting in a conglomerate mix- 
ture which is hopelessly puzzling to the unfor- 
tunate student and impossible for him to digest 
and assimilate. Surely it is the part of wisdom 
to do one thing at a time. The student trained 
in pure science has, to my mind, the best possi- 
ble equipment for the practical application of 
that science in the diagnosis and treatment of 
disease. The course in science, however, should 
be modelled and arranged by experts who realize 
that the ultimate goal of the student is that of 
a general practitioner in medicine. A common 
sense view of the situation will result in plac- 
ing these preliminary science subjects in their 
proper relation to the other subjects of the cur- 
riculum of study. The student under such con- 
ditions will be better trained, capable of clear 
thinking and imbued with the scientific spirit, 
which is more essential to-day that ever before 
if we in the medical profession are to utilize 
the advances made in science from time to time 
in the relief of suffering humanity. 

I would like to urge the undesirability of uni- 
formity of the curriculum in our universities. 
It has been suggested, for example, that licensing 
bodies should issue schedules of study in each 
of these sciences, e.g., physiology, anatomy, ete. 
Not only so, but to stipulate the method of in- 
struction, e.g., so many didactic lectures and so 
many hours of laboratory work. There is a craze 
for standardizing everything, including indus- 
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tries and education. The inevitable result will 
be to kill initiative and to destroy individuality. 
If we take the subject of physiology, for exam- 
ple, it is surely conceivable that of two effective 
and efficient teachers, one may cover ground 
and utilize methods of instruction of an entirely 
different character from the other. Both have 
the same ultimate goal, namely, to teach the stu- 
dent the principles of physiology in such a 
fashion that he may later be able to approach a 
clinical problem fully equipped to use physiologi- 
cal methods in his bedside work. This end may 
be gained with equal success by very different 
methods of approach in the teaching of the par- 
ticular science. The teacher should: be free to 
use his own peculiar faculties for the attainment 
of the ideal result. Here again, in my opinion, 
the standardized water-tight compartment of a 
fixed schedule is to be condemned outright. 

I have touched on a few of the problems which 
are ‘‘live issues’’ in medical education to-day. 
We can never produce on a permanent basis an 
ideal curriculum. Progressive schools of medi- 
cine will change their curriculum of study from 
year to year. We hope to have discussions at 
this Congress which will assist us throughout 
Canada in meeting the requirements of to-day, 
and if we continue, as I trust we will, to meet in 
annual session, we shall be able to stimulate 
one another to maintain high standards of medi- 
cal education, constantly keeping pace with the 
requirements thrust upon us by ever advancing 
knowledge in all departments of medical science. 


Medical Licensure 


Each province in Canada, under the British 
North America Act, controls educational mat- 
ters; among other things it exercises its right 
to fix the standard of medical education re- 
quired for a license to practice medicine. In 
each province there exists a provincial medical 
council operating under an Act of the legisla- 
ture. This is the official licensing body. It ac- 
complishes its purpose in two ways; first by 
insisting upon a certain curriculum of study, 
including matriculation standards, and secondly 
by examination. In some provinces the examin- 
ations conducted by the university are accepted 
by the Provincial Medical Council: in other pro- 
vinees the council conducts the examinations in 
whole or in part. 

In addition to the provincial council we have 
a Dominion-wide body, the Medical Council of 
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Canada which, under certain provincial restric- 
tions, issues a license for practice in any part 
of Canada. 

A general survey of the situation shows that 
no two provinees of Canada have agreed upon 
the requirements for license. In fact, the diver- 
gence in the regulations is extraordinarily, and 
one might add unnecessarily, great. The 
Dominion Medical Council as at present con- 
stituted under the federal Act is not concerned 
in curriculum of study. It conducts examin- 
ations and it accepts as suitable candidates for 
examination those who present what may be 
called an ‘‘enabling certificate,’’ indicating that 
the requirements of the medical council of the 
province from which he comes have been fulfilled. 
These certificates are issued by the registrars of 
the individual provincial councils. 

Canada is a vast country in area, with a popu- 
lation relatively small. We have common ideals 
in many things and perhaps in no sphere is 
this more evident than in educational matters. 
Effort is made from time to time to get the edu- 
cationalists together in order that each province 
may contribute towards the establishment of 
standards of education worthy of the country as 
a whole. One might instance, for example, the 
annual conference of Canadian universities, 
which is accomplishing much toward that end. 
Surely along similar lines it would be possible 
to improve the conditions under which we grant 
the license to practice medicine in Canada. 

An effort has been made to secure representa- 
tives from each provincial medical council at this 
Congress to discuss medical licensure. Let us 
hope a beginning may be made to secure, if pos- 
sible, something approaching a uniform stand- 
ard of requirements for the various provinces. 
We as a profession in Canada would be greatly 
strengthened by uniting our forces in this 
respect. Is it too much to hope that one day 
the Dominion Medical Council, the federal body, 
may be the medium through which all the pro- 
vinces, with something approaching uniformity 
will unite? Would it not be ideal that the var- 
ious provincial councils should agree to accept 
the Dominion Medical Council as the sole exam- 
ining body for license to practise medicine in 
Canada? Why should Canada with a population 
of 8,350,000 require nine licensing bodies, when 
in Great Britain with a population of 45,000,000 
there should be one such body only, the General 
Medical Council of Great Britain? 
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This is a national ideal for the attainment of 
which we might well sacrifice certain of our 
provincial rights and prejudices. 

This Congress of individuals concerned in the 
administration of medical services in Canada is 
an experiment. The inevitable result of con- 
ditions which obtain in this country is to pro- 
duce varied interests, often conflicting interests, 
which are difficult to unify. Everyone will con- 
cede the desirability of creating national ideals, 
which will unite the provinces for common 
effort. No great revolutionary effort of this kind 
ean be brought about without sacrifice, and it 
is hoped the representatives of different pro- 
vinees will be prepared to consider how far they 
ean forego local considerations for the attain- 
ment of national ideals. 

We hear a great deal now-a-days regarding 
the evolution of Canada as a nation. The union 
of the seattered provinees of Canada in national 
effort has presented many difficulties in varied 
activities of life. Success has been attained in 


many directions, but as yet the medical profes- 
sion is divided into scattered provincial groups 
each operating without due consideration of the 
requirements of the other. We trust the begin- 
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ning made at this Congress will result eventually 
in combined effort and the establishment of a 
national spirit which will greatly strengthen our 
hands. It is hoped the day is not far distant 
when the medical profession, in all its varied 
activities of public service, will be united in 
national organizations, second to none in 
efficiency and achievement among the great 
nations of the world. 


THE CHAIRMAN: 
resolutions to be put. 
Dr. W. T. CONNELL: The programme is necessarily 
incomplete, and as there are a number of matters of 
importance which gentlemen present wish to bring be- 
fore the Conference, I think it would be advisable for 
us to have a more detailed programme, and I would 
therefore move, Mr. Chairman, that you nominate a Pro- 
gramme Committee so that those members who have 
matters other than those which appear on the programme 
which they wish to discuss shall be given the opportunity. 

Dr. AUSTIN: I second that. 

Motion agreed to. 

Dr. GEORGE YounG: I move that the chairman be 
empowered to nominate a Committee on Resolutions whose 
duty it will be to crystallize the results of our dis- 
cussions in a series of resolutions to be presented before 
the close of the Conference. 

Dr. AIKINS: I second the motion. 

Motion agreed to. 

THE CHAIRMAN: I will nominate the committees 
after we have heard from Dr. Amyot, Deputy Minister 
of Health, whom I will now ask to address the Con- 
ference. 


I understand there are now some 


HEALTH SURVEYS, HEALTH NURSES, AND THE RELATION OF THE 
MEDICAL PROFESSION THERETO 


By Joun A. Amyot, C.M.G., M.B. 


Deputy Minister of Health, Ottawa 


Dr. Primrose has given us food for thought. 
His address proves that there is a big ideal be- 
fore our medical profession in Canada; there 
is an attempt to make ourselves more useful to 
the public. It is a serious attempt. We are all 
thinking of it, and those of us who have had 
any university experience in drawing up a cur- 
riculum know well how earnest that endeavour 
has been. ; 

Public health, that branch of medicine which 
looks towards the prevention of disease, has 
made immense progress in the last few years 
since we have had certain scientific facts upon 
which we can base our action. We owe the 
discovery of these scientific facts chiefly to the 
energy and efforts of members of the medical 
profession, with the one exception, possibly, of 
Pasteur, and after all we look upon him as part 


of ourselves. All these discoveries have been 
given to the world freely by the medical profes- 
sion; all have been put into the common pot. It 
is a principle, it is an ideal, it is something that 
is ingrained in us, that since we have learned 
from the experience of our predecessors, since 
they have without reserve put all their know- 
ledge into the common pot, it is for us 
when we find anything also to put it into the 
common pot for the benefit of all. 

The medical profession has also this to its 
credit. Its work has been of an idealistic type. 
Did anyone of you in your practice in city or 
in town ever attempt to keep people sick in 
order to make your living out of them? You 
have made every effort that was possible to pre- 
vent people getting sick. I do not know any 
other profession that does that. It is altruistic 
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work when you get out and fight an unhygienic 
condition, that is resulting in an epidemic of 
typhoid fever. As Mr. Graham remarked this 
morning, did any of you ever think of the prac- 
tice that you were abandoning when you were 
carrying on such work? You never did. You 
have gone out idealistically to try and stop 
human misery. 

Is is often said of us that we are a sort of 
a close corporation, that we are licensed, and 
licensed for our own protection very much as a 
labour union is. But is that so? We are 
licensed for the protection of the public. When 
we get into difficulties with reference to our 
property or when our liberties are infringed, we 
go to somebody who knows what the law is, and 
the governments that we live under insist that 
licensed lawyers know the law sufficiently well 
to secure us our rights and not to allow our 
property to be wrongfully taken away from us. 
The lawyers are not licensed to make themselves 
a close corporation; it is simply to ensure pro- 
tection for the public, to ensure that they shall 
have a sufficient knowledge of the law to protect 
our property and our liberty. When we want 
our children educated we see that the teachers 
come up to a certain standard of qualifications ; 
the country also when it comes to deal with us 
demands that a certain standard of instruction 
and experience shall be required of us. We are 
not a close body. It is not for the protection 
of the medical profession that we are licensed ; 
it is for the protection of the public, and wise 
legislators have provided for that. Experience 
has shown that it is necessary to have it so. 

Now advances in public health have resulted 
out of that idealistic principle that is in every 
medical man’s heart from the time he becomes 
a first year medical student until he goes out 
to practice. I do not know any college that 
teaches him selfishness. You try to teach him 
from the start that he is a peculiar type in the 
community; the type that of necessity becomes 
a sacrificer for the rest of the community. 

The medical profession has advanced public 
health. The public have become interested in 
public health. The principles laid down by the 
medical profession, based on the scientific know- 
ledge which they have evolved at the cost of 
great effort and sacrifice, have benefited the 
public, and the public is commencing to 
see the value of it. The knowledge of mat- 


ters pertaining to public health is_ be- 
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coming common property. The public knows 
far more about public health to-day and the 
possibility and necessity of protecting their lives 
and their happiness than ever before, and who 
is responsible for this advance? The medical 
profession has taught it to them. You have 
only to look at the group of health officers in 
a province or municipality to recognize the 
efforts they have made to teach that public. 
And now the knowledge is becoming general; it 
is wider than it ever was before. Compare con- 
ditions to-day with conditions twenty-five years 
ago. Time has brought certain changes in the 
situation. The public has demanded men who 
knew more and who could spend more time on 
public health than it ever did before. The sub- 
ject of public health has become a specialty just 
as much as neurology, internal medicine, or sur- 
gery, and the men interested in public health, 
have gone just as far in their special lines of 
work and done just as much hard work as you 
have done in your special lines of work. They 
have obtained what is really specialized know- 
ledge. That is not always realized. I can take 
my own experience as an example. I quit the 
practice of medicine in 1900, after practising 
nine years. I had made as much effort as I 
could during that time to make myself fit for 
that work. Since 1900 I have spent every hour 
of the twenty-four thinking of public health. 
I, and other public health men think of 
publie health day and night. A man one time 
questioned my right to discuss a water system 
in a certain city. I said: ‘‘I have been at this 
thing now something like ten years. I have 
done all the work; at least, I have studied the 
water question as a bacteriologist and as a chem- 
ist; I have done it experimentally. I have seen 
all the water purification plants of this country 
and the United States. I have checked the re- 
sults of my work bacteriologically and experi- 
mentally. I have studied the physies of water 
filtration; and have studied the results obtained 
by filtration; I have also studied why these 
filters were necessary; at the end of ten years 
of intensive study of that kind I think I have 
some right to a personal opinion on this subject. 
I think I am better qualified to speak on it than 
a man who has been doing work in medicine in 
other ‘directions and has never been thinking 
about these questions.’’ I give that as an example 
simply to show that public health men have gone 
out specializing in certain lines. You will excuse 
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I am sure, that personal, perhaps selfish note 
that I have sounded; but this you must realize, 
that public health men are doing a specialized 
line of work, and the men who are doing that 
work effectively have had to have a special kind 
of knowledge, and they have some right to their 
opinions. Sometimes we meet opposition in our 
endeavour to try and have things improved. 
Consider always that the public health men have 
reason for the statements they make and the 
things they advocate. Public health men come 
more intimately into contact with the public; 
we have to some extent got away from the ordin- 
ary work of the medical profession. We are in 
the public’s confidence and they are in ours, and 
we have points of view that the medical pro- 
fession would do well to bear in mind. I am 
not going to touch on that any further. 

There are two subjects I have been put down 
on the programme to speak about this morn- 
ing; health surveys and public health nurses. 
First, as to health surveys: we have got to the 
stage where we want to appraise and find out 
exactly what has to be done. We want to 
know the enemy we have to fight. Provincial 


bodies—of course, we have no right to step into 
any province except where they ask our advice 
—have established what we know as health sur- 


veys. In the Province of Quebec at the present 
time, in the city of Three Rivers, such a sur- 
vey is being held by men skilled in their work. 
The object of that survey is to find out how 
much tuberculosis there is actually present in 
the city. Why is it there is such a large child 
mortality in that place? If we can clear it up 
there, andi make a demonstration in that one 
place, the knowledge that will be gathered there 
will be used in other places. The province has 
put into that place, with the help of the Anti- 
Tuberculosis League of Canada, officers who are 
specialists in tuberculosis and child diseases, and 
they are inviting the public to come and have 
themselves and their children examined. We 
are thus reaching people who did not get to 
the medical profession at all. The aim of the 
survey is not to treat the people. It is to find 
out whether they are sick; if they are sick they 
are sent by these inspecting officers to the 
local doctors to be treated. They are attempt- 
ing to make an examination of these people to 
find out just what should be done, and to wake 
up the public to the fact that there is an evil 
that needs to be corrected. I know that in some 
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quarters this method is questioned. But the 
work can be carried on without friction, and 
does no harm to the medical profession. 


Public health nurses are necessary. The pub- 
lic health nurse has come to stay. It is not pos- 
sible in the present state of things to employ 
full-time medical men for all the work that we 
need done in examining school children, -and in 
other things. We pick the most skilled ones we 
can get, and the ones we can get with the great- 
est economy. We are using the nurses who have 
had experience with the people close at hand, 
and who have their own peculiar ways of get- 
ting information and gaining the confidence of 
the people. They can get information about the 
people and win their confidence in a way that 
no one else could. They go into the families and 
find out what really is wrong. Often there are 
conditions that could very well be corrected if 
the people only knew, and the public health 
nurse is the one who can go and find that out. 
When they find out what is wrong the endeavour 
is always made to direct those who are sick to 
those who have the skill to treat them for their 
ills. In no place is the public health nurse 
taking the place of the physician. Nurses in 
every well organized public health service are 
directed to send the people who are sick to phy- 
sicians. Many laymen’s associations want us to 
go further. The public health service is the buf- 
fer between the profession and the public, and it 
is through the public health nurse that special 
work ean be done. The public health nurse has 
come to stay ; the health survey has come to stay ; 
the public has demanded it. So co-operate with 
us to the best of your ability, and try and find out 
just what the object is, and do not obstruct it. 
When I say, do not obstruct it, I mean use your 
influence to keep those who do obstruct from 
doing so. Encourage us as much as you can. 
I know that the great heart of the medical pro- 
fession is with us, and is behind this movement. 
There are those who are in opposition and criti- 
cize this method of dealing with sickness among 
the public, but I think criticism has arisen be- 
cause of a lack of knowledge of what actually is 
being attempted. It is for the general profes- 
sion, for you gentlemen to try and smooth out 
any little opposition. Thank you. 


THE CHAIRMAN: I am sure that some of the sub- 
jects Dr. Amyot has raised will come up for discussion 
later. I have now one or two announcements to make. 


I nominate the following gentlemen to the Pro- 
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gramme Committee: Dr. A. Bazin; Dr. 8S. L. Walker; 
Dr. H. W. Hill; Dr. Glen Hamilton; Dr. J. F. Irving; 
Dr. G. R. Johnson; and Dr. J. H. MeDermot. 

I nominate the following gentlemen to the Resolu- 
tions Committee: Dr. J. C. Connell; Dr. W. H. Hattie; 
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Dr. G. G. Melvin; Dr. L. P. Normand; Dr. R. T. Noble; 
Dr. W. A. Gardner; Dr. A. McG. Young; Dr. J. J. 
Ower; and Dr. L. D. Carder. 


The Conference adjourned at 12.15 p.m. 


Thursday Afternoon Session 


The Conference resumed at 2 p.m., with Dr. Primrose in the Chair. 


The first paper on the 


programme was then called. 


MEDICAL LICENSURE 


By Jas. M. MacCauuum, B.A., M.D., C.M. 


Toronto 


Too often it is assumed that medical licensure 
is for the protection and benefit of the prac- 
titioners of medicine. Nothing can be farther 
from the fact. Protection of the profession is 
not the purpose of licensure—it is a result. Pro- 
tection of the public is the real object of licen- 
sure. To discuss licensure on any other basis 
is not merely futile, but dangerous; dangerous 
both to the public and to the profession. 

Medical licensure is a function of the indi- 
vidual province, not. of the Dominion. Each 
province has, for administrative purposes, con- 
fided this function to some body, educational or 
professional. The action of the administrative 
body requires the consent or confirmation of 
the province, and may, and often does, come 
under its scrutiny, criticism and even revision. 

In every province the governing body, the Col- 
lege of Physicians and Surgeons, commonly 
known as the Medical Council, has set forth cer- 
tain requirements for the acquiring of a medical 
license. (A) Preliminary education; (B) A 
course of instruction (i) in certain subjects, (ii) 
for a certain number of years; (C) Passing of 
certain examinations. 


(A) Preliminary Education.—It should not 
be forgotten that, by the British North America 
Act, education is a matter solely under provin- 
cial control; the Dominion has nothing to do 
with it. Those of us who have had experience 
in the Medical Council of Canada have learned 
that some of the provinces are very jealous in- 
deed of their provincial rights, and that uni- 
formity as to preliminary medical education is 
not the simple matter it may appear. Educa- 


tional ideals are different in the several pro- 
vinees. That one ideal is better or more desir- 
able than another I leave you to decide. 

The provinces do not even approximate uni- 
formity in their matriculation requirements. 
The announcements of the several provincial 
councils reveal a wide difference in the matricu- 
lations, dependent upon educational ideals, or 
upon the equipment of the primary schools. 
This difference is not to be wondered at, for 
education is not compulsory in all of the pro- 
vinces. In some it is a matter of comparatively 
recent enactment. Because of this there must 
be a difference in the educational requirements 
of the public schools, and of the high schools— 
this in turn necessitates differences in matricula- 
tion. These differences are not irreconcilable. 
Time will probably bring an equality of pre- 
liminary education. If it is thought wise to dis- 
cuss the requirements of preliminary education 
I would suggest that the minimum requirement 
that will enable a student to grasp the subject 
of medicine engage our attention. We can, with- 
out coming into conflict with educationalists, 
discuss the second requirement which is purely 
professional. 

The second requirement is courses of instruc- 
tion; (a) for a given number of years, (b) in 
certain medical subjects. 

There would seem to be but little difficulty 
in coming to an absolute uniformity of standard 
and yet there are serious variations. One prac- 
tical difficulty is that the councils are not 
teaching bodies. Instruction is given, not by 
the medical councils, but by the universities 
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which are independent of the councils, and each 
of the universities has ideas and ideals of its 
own; ideas and ideals which in the very nature 
of things must change more quickly than those 
of the medical councils, and which are not unin- 
fluenced by financial and local conditions or even 
by political considerations. 

The western provinces, Manitoba, Alberta and 
Saskatchewan, form a group which has recog- 
nized the value of the practical association of 
the licensing and the teaching functions and has 
confided the curriculum and examinations to the 
provincial universities. Other provinces have 
no provincial universities or have so many uni- 
versities that it has been impossible to corifine 
the examinations and curriculum to any one 
university, so that the Medical Council has been 
forced to keep these matters under its own 
control. 


Number of Years——The number of years of 
professional studies demanded varies from five 
years of six months to six years of eight months 
of teaching. In other words, some provinces 
demand a course half as long again as others. 

One province demands two years of pre- 
medical study followed by five years of profes- 
sional study. Other provinces do not demand 
any premedical study. The tendency of the 
universities is increasingly to demand the pre- 
medical years. This demand no doubt arises 
from dissatisfaction with preliminary education 
and from a knowledge that an adequate medical 
education requires an increasingly broad foun- 
dation of general education. 


Medical subjects demanded.—The provinces 
are at one as to the subjects regarded as essen- 
tial, viz. anatomy, practical anatomy, chemistry, 
practical chemistry, physiology, materia medica 
and therapeuties, surgery, clinical surgery, medi- 
cine, clinical medicine, obstetrics, diseases of 
women and children, medical jurisprudence, 
hygiene, and pathology. 

How great a variation may exist is shown by 
the fact that in the syllabus of some of the pro- 
vincial councils there is wanting one or more of 
such subjects as chemistry, physics, histology, 
embryology, pharmacy, toxicology, bacteriology, 
ophthalmology, diseases of the ear, nose and 
throat, psychology, psychiatry. 

The requirements in practical subjects ex- 
hibit a like variation, especially in obstetrics and 
hospital attendance. 
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As to Obstetrics—Some councils ignore ail 
practical experience in this subject. Others de- 
mand ten or even twenty cases, and one demands 
in addition to ten cases eight months practice 
in a lying-in hospital. 


In the Matter of Hospital Attendance.—The 
requirements vary from nothing to three years. 
The regulations reveal striking differences as to 
how many beds a hospital must have in order to 
afford proper and sufficient clinical oppor- 
tunities. One province is satisfied with twelve 
months at a general hospital of fifty beds under 
the charge of not less than two qualified prac- 
titioners. Another demands eighteen months in 
a hospital of one hundred and fifty beds under 
charge of not less than four practitioners of 
whom two must be surgeons. Twenty-four 
months in an incorporated general hospital is 
the requirement of one, three years of another. 
One province demands not merely a certificate 
of hospital attendance, but goes a step further 
and requires six months’ service as an interne. 
This interne requirement is a dead letter, but 
so confident is that province of the necessity of 
an interneship that it now proposes to demand it 
for one year. 


In Examinations.—At least four plans exist. 

1.—The provincial university conducts the 
examinations for the councils, or gives a cer- 
tificate of university examination, which, pre- 
sented to the council, ensures registration. 

2.—The provincial council accepts the univer- 
sity examination in the primary subjects, but 
itself conducts the final examination for license. 

3.—The council conducts both primary and 
final examinations. 

4.—The council conducts examination at the 
end of each year with the aid of assessors. The 
percentage necessary to be obtained is in no case 
less than 50 per cent and goes up to 60 per cent. 

From this analysis of the requirements and 
procedure of the various councils it appears 
that either some provincial councils are too lax, 
or others are too severe in their requirements 
for licensure; or the needs of the various pro- 
vinees differ; or the council has not given suf- 
ficient consideration to the question of what is 
needed by the practitioner who must possess at 
least ‘‘usual and reasonable skill.’’ 

If licensure is for the protection of the public, 
surely the people of one province have the right 
to protection of the same grade as those of 
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another: In this lies the argument for standard- 
ization of requirements for medical licensure. 
You must, however, consider the question 
whether standardization or uniformity is desir- 
able. If desirable, is it feasible? If feasible, 
how is it to be accomplished? Is it to come from 
within each province or is it to come from with- 
out? What standard is desirable? 

The problem has already been attacked from 
one standpoint, not the standpoint of uniformity 
of preliminary education, medical education, 
hospital and laboratory instruction, but of exam- 
ination. Whether this is the most desirable 
way, whether it is grasping the shadow and los- 
ing the substance may be a moot question, but it 
seemed the only feasible way, and resulted in 
the Medical Council of Canada. The Medical 
Council of Canada was made possible only by 
the bold step of ignoring all questions of pre- 
liminary education, of medical education in all 
its details, and insisting only on a standard of 
examination. This is the strength of the Medical 
Council of Canada, and its weakness. 

One must not lose sight of the fact that the 
license of the Medical Council of Canada. exists 
only by the grace of the provincial councils 
which accept it without any question of curricu- 
lum, mutual reciprocity or standard—a courtesy 
which they deny to their sister provinces, of 
whom they demand both mutual reciprocity and 
an equality of standard and curriculum. As 
has already been said, by the British North 
America Act, education is a matter strictly 
within the jurisdiction of the individual pro- 
vinces, so that standardization of medical edu- 
cation is a matter for individual action of each 
of the nine provinces. 

Because of the British North America Act, the 
Medical Council of Canada is limited to examin- 
ation in professional subjects only, the Canada 
Medical Act says that its ‘‘standard of examin- 
ation shall not be lower than the highest for the 
like purpose (registration) in any province.’’ 
So far no question has arisen as to the con- 
struction to be put upon the word ‘‘standard,”’ 
but what does it mean? Is it percentage of 
examination marks, or character and number of 
professional subjects, or quality of the examin- 
ation? 

Sooner or later this question must arise. In 
Ontario, men rejected at the provincial examin- 
ation have one week later procured the license of 
the Medical Council of Canada, and demanded 
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registration in Ontario. Nova Scotia has pro- 
vided for such cases (p. II, paragraph 5) by 
enacting ‘‘no candidate shall be admissible to 
examination who has been rejected in the sub- 
jects of the examination by this or any other 
licensing board within the three preceding 
months. ’’ 

In the working of the Canada Medical Act, 
the greatest source of trouble has been Section 
12.a. ‘‘No candidate shall be eligible for any 
examination prescribed by the Council, unless 
he is the holder of a provincial license, or’’—and 
I draw your attention to the word or—‘‘unless 
he presents a certificate from the registrar of 
his own provincial medical council that he holds 
a medical degree accepted and approved of by 
the medical council of the said province.’’ 

There are here two practical difficulties. 
Some of the provincial councils do not hold their 
examinations until after the date of that of the 
Medical Council of Canada. The results of the 
university examinations are often not known in 
time for the provincial council to give the en- 
abling certificate. The difficulty has been met 
by the councils giving a certificate that the can- 
didate is eligible to take their examination and 
later forwarding a certificate of the medical de- 
gree having been obtained. 

If the Medical Council of Canada were to 
postpone its examination until the results of the 
university and provincial council examinations 
are announced, it might not have any candidates, 
as the students at once scatter to their homes, 
rather than be put to the expense of waiting 
the announcement of results and then writing 
on another examination. 

Quebec alone of the provinces has seen fit not 
to acquiesce in this modus vivendi, and refuses 
to give an enabling certificate unless the candi- 
date has passed the provincial examination for 
license and has a medical degree, and has satis- 
fied all the preliminary requirements for 
license. 

Another difficulty is what construction is to 
be put on the words ‘‘his own provincial 
medical council.’’ Is it the provinee in 
which his home is, that in which he matriculated, 
that in which he has pursued his medical studies, 
or that in which he intends to practice. A can- 
didate may be a student of medicine in a given 
province and yet not be of that province. 

It is not for the Medical Council of Canada 
to put an interpretation on these words; it 
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leaves that to the provinces and accepts without 
question the enabling certificate of any province. 
This enabling certificate clause holds within it 
practically the same danger as will be pointed 
out in connection with British reciprocity. The 
student naturally seeks the line of least resis- 
tance and will present an enabling certificate 
from the province whose requirements are the 
least stringent. And there may spring up a 
money order business in enabling certificates. 

Another problem productive of serious com- 
plications is that of British reciprocity. Since 
the onset of the Great War every province, with 
the exception of British Columbia, has had 
reciprocity with the General Council of Medical 
Education of Great Britain. 

Provincial licentiates avoid the examination 
of the Medical Council of Canada. They send 
to Great Britain their certificate of provincial 
registration together with a fee, obtain British 
registration thus, and then register in any pro- 
vinee. It is a real money order business in 
registration certificates, and is resented by many 
of the provinces. It works out practically as 
interprovincial registration without any equality 
of standard of preliminary education or of medi- 
cal education. To close this back door Saskatch- 
ewan has had its medical act changed so that 
it grants registration only to those registered 
by passing the examinations of the General 
Medical Council of Great Britain. As the Gen- 
eral Medical Council does not hold any examin- 
ations Saskatchewan has closed the door on the 
whole British register. 

New Brunswick has sought to protect the 
Medical Council -of Canada, by demanding 
proof of a bona fide residence in Great Britain 
from those possessed of a certificate of British 
Registration. 

The result, a result not foreseen, is that a 
graduate from Saskatchewan or New Bruns- 
wick can, through British registration enter 
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any other province of Canada, but graduates 
from the other provinces cannot register in 
Saskatchewan or New Brunswick. 

The Medical Council of Canada has sought 
reciprocity with the General Council of Medical 
Education of Great Britain. The latter has 
done its best to bring this about, but has 
failed. Not merely has it failed, it has caused 
Saskatchewan, New Brunswick, and I believe, 
Manitoba, to give up reciprocity. British 
Columbia has not had it for years. 

Interprovincial reciprocity by the medium 
of the General Council of Medical Education 
of Great Britain is impossible so long as pro- 
vincial pride exists, and there is any disparity 
in the requirements for medical licensure. 
Comparison and criticism of standards are 
inevitable and will always be heard, yet I do 
not despair of equality of preliminary and pro- 
fessional requirements being attained. Equal- 
ity is not necessarily uniformity. Equality 
once attained, there can be no possible objec- 
tion to inter-provincial reciprocity, British 
reciprocity being given up entirely, and the 
provinces agreeing to accept the license of the 
Canada Medical Council. 

This brief résumé of the requirements for 
licensure reveals a state of chaos which this 
eonference may help to reduce to at least a 
semblance of order. 

THE CHAIRMAN: I am sure this address of Dr. 
McCallum will make us think. I fancy we all agree 
in the principle, that it would be exceedingly desir- 
able, if possible, to come to some uniform standard 
of education in the various provinces of Canada. This 
subject will be up for discussion, and I hope the mem- 
bers of the Congress will think over it and see if it 
is not possible for this Congress to do what I, and I 
think all of us, would consider a splendid piece of work, 
that we should bring the provinces together in some way 
to consider this question and, if possible, solve the 


problem along reasonable lines. However, I do not pro- 
pose to say anything further on that point. 


On order of the Chairman, the Secretary then 


called the roll. When that was finished the next 
paper on the programme was read. 
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LICENSE INSPECTORS 


By T. GLEN Hamitton, M.D. 


Winnipeg, 


The subject that I have to present to you 
very briefly is one to which I am sure a great 
many of you, if not all of you, have given con- 
siderable study. 

One of the greatest difficulties in the way of 
making certain and secure the aim and pur- 
pose of medical licensure is that of protecting 
the public against the presuming irregular. 
Our universities may efficiently educate, and 
our colleges license, but these do not and can- 
not protect an unsuspecting people, for whom 
the title ‘‘Doctor’’ or practitioner is a suffi- 
cient and satisfying guarantee of ability to 
treat. 

All will agree with the opinion that much of 
our trouble with the irregular practitioner is 
due to the fact that there is no official whose 
duty it is to check up the licenses of those who 


practice medicine or any form of healing. 

It is a} matter of history that the medical 
acts were passed in order to protect the public 
by licensing only those known to be scienti- 


fically trained and efficient. The feature of 
the acts which assures to the public a properly 
qualified licensee is a valuable safeguard, but 
there is no safeguard which assures to the 
public that only those presuming to practice 
are so licensed. 

A casual glance over the field of licensing in 
its application to many activities in our provin- 
cial, municipal and civic affairs shows that 
wherever license is issued, whether for the 
safeguarding of the public, the raising of 
revenue, or for any other purpose, there is in 
each case with the exception of the medical 
license, a close scrutiny of those so licensed ; 
moreover the party, group or department most 
concerned in the license is the one usually as- 
signed the duty of supervising such licenses. 
As medical licensure is on behalf of the public, 
the safeguarding of the public interest should 
be done by an officer acting on behalf of the 
public. 

In provincial affairs, such as the automobile, 
the license is issued for two prime reasons, 


Manitoba 


namely, revenue and safety. The collection of 
money and issue of renewal license is smartly 
looked after by the provincial departments con- 
cerned with revenue and police order. In 
licenses issued by the city, revenue and tabula- 
tion of police information are reasons con- 
sidered sufficient for a strict control. Here, 
too, the collection of the fee and the issue of 
the license annually are closely checked by a 
special official or by the department concerned. 
In the matter of a medical license, the prime 
reason for the issue of the same is educational 
efficiency in the interests of the public safety. 
The educational feature is guaranteed by the 
College of Physicians and Surgeons co-operat- 
ing with the university, but what about the 
public safety? Why is there no annual check 
up of those practising medicine or healing of 
any kind, as there is of those who drive auto- 
mobiles, or perform other activities in which 
the public safety is concerned? 

When the Council of the College of Physi- 
cians and Surgeons has satisfied itself as to the 
educational equipment of an applicant, it issues 
license to practice. When the College of Phy- 
sicians and Surgeons finds it necessary to exer- 
cise disciplinary power over those whom it has 
licensed, it is acting in accord with the clear 
intention of the Act; but the Council of the 
College of Physicians and Surgeons clearly 
cannot be called upon to exercise disciplinary 
action upon all and sundry of the quacks and 
fakirs attempting to delude the public in the 
matter of treating disease. Surely here the 
question of public safety lies much nearer the 
Police Department of the Attorney General, 
and in the interests of public safety, disciplin- 
ary action on quacks should be the particular 
charge of that department. A special officer 
appointed to scrutinize the licenses of those 
who practice medicine or any form of healing 
would put an end to many impositions perpe- 
trated upon the public for many years while 
no authority calls them in question. It is true 
when the acts of these irregulars become the 
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concern of the criminal authorities, the Attor- 
ney General’s Department interposes, although 
its activities are exercised from the standpoint 
of criminal offence rather than from the 
standpoint as to whether the party under sus- 
picion may or may not have been guilty of 
fraud upon the public. 


In conclusion I would suggest, that in the 
interests of the public safety, the Attorney 
General’s Department of each province should 
appoint officers to see that only those licensed 
to do so, are permitted to practice medicine or 
any form of healing. The scrutiny of licenses 
could be readily assigned as a duty on officials 
already appointed, without involving extra 
expense. 


THE CHAIRMAN: Dr.. Hamilton has brought up a 
very interesting point. .The whole subject, including the 
paper by Dr. MacCallum and the paper which has just 
been read by Dr.: Hamilton is now up ‘for discussion. 
You will remember that we have already agreed that 
each speaker be restricted to five minutes. 

Dr. R. S. THORNTON (Dominion Medical Council) : 
I rise just for the purpose of supplementing in one or 
two points the statement which has been submitted by 
Dr. MacCallum. 


Our Medical Council has been created since the 
7th of November, 1912. It came into existence as a 
result of the final revision of the Act made in 1911, 
following a meeting of the Canadian Medical Associa- 
tion in Winnipeg in that year at which a resolution 
was passed asking Dr. Roddick to continue his efforts 
to get the law enacted. The reason why I go back 
into that little point of history is to point out that 
when the matter was under discussion in Winnipeg in 
1911 at that meeting of the Canadian Medical Associa- 
tion, there was not at that time a Canadian medical man. 
We were provincial physicians only. There was no such 
individual as a Canadian physician, meaning by that 
a man who had a standing which was nation-wide, and 
which would be recognized from the Atlantic to the 
Pacific. While we met as a Canadian Medical Associa- 
tion, there was not a Canadian medical man a member 
of that Association. To-day there are 1,300 men with 
the Canadian license, one-third of whom have obtained 
their Dominion diploma by reason of their ten years’ 
standing, and the other two-thirds by reason of taking 
the examination. 

The point which was stressed at that time in the 
creation of the Dominion Council is still a point which 
I think we want to stress at this Conference, namely, 
that of a national status for the practising physician. 
By that I do not mean that the Dominion Council should 
supersede or should in any way transgress upon the 
rights of the Provincial Medical Councils, but that all 
of us as medical men, in the Provincial Medical Councils, 
in the Dominion Council, and in the Associations, should 
continually bear in mind that what we want to estab- 
lish is a national standard of medical practice, and 
in whatever discussion may take place I would like to 
have that viewpoint in the minds of this Conference. 

There have been many little difficulties in carrying 
the Act into effect, and various questions arise at times 
between the Dominion Council on the one hand, and the 
Provincial Council on the other, or, as it might happen, 
between Provincial Councils. But these have been over- 
come. Remember that our Council was just being estab- 
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lished when the war came. The war threw us out of 
four or five years of growth right at the very time when 
we were getting into our stride. So we would probably 
have had a much larger number than 1,300 at the present 
time if it had not been for the war. We have ironed 
out these little difficulties that have arisen with us, but 
you will observe that it is not for the Dominion Council 
in any way to propagate its desires or wishes among 
the Provincial Councils.. It would not be a proper 
thing to do, in the first instance; it would very naturally 
and rightly be resented in the second. So the Dominion 
Council has to wait for the removal of some of these 
difficulties, but when any suggestions are made from any 
outside body, such as this Conference, in the way of 
recommendations to Provincial Councils, the Dominion 
Council may then be in a position to act and secure 
certain things being done which the Provincial Councils 
might not otherwise be able to undertake. 

One other point. The Province of British Columbia 
has accepted absolutely and entirely as the sole standard 
for qualification in that province the certificate of the 
Medical Council of Canada. They have no reciprocity 
with Great Britain; they have no reciprocity degrees of 
their own. A few years ago they surrendered their 
provincial examination, and accepted in place of it the 
license of the Medical Council of Canada, and that is 
the only way a man can go into the Province of British 
Columbia and practise there to-day. An agreement has 
been made whereby the fee is divided to the mutual 
benefit of the Dominion and Provincial Councils, and to 
the benefit of the physician who takes the examination 
and saves thereby fifty dollars. Is it possible that this 
Conference might help out an extension of this process 
of co-operation? The Dominion Medical Council cannot 
say to any province that they should give up their ex- 
aminations. There may be local conditions which may 
make it difficult for them to do that; but if each province 
would strive to place itself in the position of British 
Columbia, we would have in time one standard from one 
end of the country to the other, and we could establish 
a national status for the practising physician in Canada. 


THE CHAIRMAN: We would like to hear from mem- 
bers of Provincial Councils who know the difficulties in 
their respective provinces. It is a very broad question, 
and I hope that this discussion will go on, and that 
everyone will express his mind freely and without re- 
straint. We want to know exactly what the objections 
are, and what support may be given. 

Dr. A. T, Bazin (Montreal): If it is permissible I 
should like to read a letter from Dr. D. F. Marlow, who 
was detained by illness from attending this Conference. 
He is chairman of the committee of the Canadian Medi- 
eal Association which has been studying for three or 
four years the question of higher degrees in Canada. 
No conclusion has been arrived at, as yet, by the com- 
mittee, but a great deal of study has been given to the 
question. Dr. Marlow sends this communication: 


Toronto, December 17th, 1924. 

‘*Briefly, may I state, that after studying the 

matter of a Canadian College of Physicians and Surgeons, 
I have concluded as follows: 

1. The majority of opinion throughout Canada is in 
favour of the ultimate establishment of a 
college. 

Its establishment would stimulate post-graduate 
work, by providing recognition of work in fel- 
lowship diplomas. 

The qualification of specialists would, in a 
measure, conform to its. requirements. The gen- 
eral standard of medical and surgical practice 
would be elevated. 

It would provide something distinctly Canadian 
for Canadians, and would soon be accorded due 
recognition throughout Canada and abroad. 

An affiliation with the Royal College of England 
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and London might be arranged. 
No new organization is considered desirable or 
necessary. 
If ultimately formed it should be in connection 
with the already existing Dominion wide licens- 
ing body, the Canadian Medical Council; which 
body, in the face of great difficulties, surmounted 
various obstacles as between the Dominion and its 
provinces. 
It can only come as a matter of evolution. The 
process requires: 
a. Abolition of provincial licensing examina- 
tions. 
b. One licensing body for Canada, namely, the 
Canadian Medical Council. 
ce. License of Canadian Medical Council to be 
recognized in all the provinces. 
Intimate working relations between Pro- 
vincial Medical Associations and Provincial 
Medical Councils. 
Intimate working relation between the 
Canadian Medical Association and the Can- 
adian Medical Council. 
A united Canadian Medical Association and 
a general demand for a college. 
Canadian Medical Council to become the 
College of Physicians and Surgeons of 
Canada. Licentiates to become members. 
Establishment of fellowship diplomas, with 
admission to fellowship by examination 
only, except as provided for the admission 
to honorary fellowship. 
Legislation covering (g) and (h). 
Selection of outstanding physicians and 
surgeons to conduct fellowship examina- 
tions, until such time as there are sufficient 
fellows in the college to do this work.’’ 

.*These conclusions are hastily put down and fol- 
low the line of my verbal report at the Ottawa 
meeting.’’ 

‘*Tt would appear to me, that, an expression of 
opinion from the Conference would be valuable, so 
that the committee may have some guidance in res- 
pect of further activity.’’ 


THE CHAIRMAN: Was any action taken at that 
meeting by resolution or otherwise? 

Dr. RovutLtEy: Yes, Mr. Chairman. The annual 
meeting referred the matter to this Conference, and Dr. 
Marlow, who was to be here but is ill, sends that com- 
munication on as chairman of the committee. 


THE CHAIRMAN: You have heard, gentlemen, the 
purport of that communication from Dr. Marlow, which 
has been sent on by him as chairman of that committee 
to this Conference. It contains many of the arguments 
already put forward as to the Dominion Medical Council 
controlling examinations for the entire country. 

Dr. H. W. Hitt (London): I am not intending to 
discuss licensure, but I wish to offer one bit of informa- 
tion to the Conference which may be of some importance 
in the future. Dr. MacCallum referred to the discrep- 
ancies in the requirements of the various councils of 
the various provinces. The Universities Conference has 
a medical section, which has taken up the question of 
discrepancies in the curriculum of the various universi- 
ties, and reports have come in from nearly all the uni- 
versities. I have the misfortune to be the secretary of 
that section and to have tabulated the results. They 
are quite interesting. I cannot report them here, but 
to illustrate just one point alone, and it is a very im- 
portant subject, the school which gives the most gives 
three times the number of hours as the school which 
gives the least. I would lay before the Conference the 
fact that this report will come out at the next Universi- 
ties Conference, and it ought to contribute to the sub- 
ject of medical education so far as showing what the 
actual status in Canada is. 
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Dr. G. R. CRUIKSHANK (Windsor): As I happen to 
be a member of the Ontario Medical Council I wish to 
state that at the present I am expressing only my own 
views. I regard this subject as very important. If 
the universities will get together and submit something 
to our council that is feasible and reasonable it will 
certainly receive our approval. We are here to protect 
the public, and all we ask is a reasonable knowledge of 
medical matters. A university may be idealistic and 
go much further than we do. In times past the Ontario 
Medical Council has done its best to raise some of the 
universities up to the general level, but in the last year 
or two the universities have taken such a spurt, that we 
do not need any longer to spur them along, but rather 
wait. 

I intended to hold back a resolution I have here 
till later because five minutes is all I have and some- 
thing may turn up later on which I want to speak, but 
I think it may clarify the issue if I present it now. I 
would move that the paper of Dr. MacCallum be re- 
ferred for consideration to a committee composed of 
representatives from the various councils and the uni- 
versities, with power to add to their number. A com- 
mittee can take Dr. MacCallum’s address up clause by 
clause and have a report to submit that would be a 
step in the right direction. 


THE CHAIRMAN: Do you propose that they should 
submit a report at a future sitting of the present 
Conference? 

Dr. CRUIKSHANK: I move that the address of Dr. 
MacCallum be referred to a committee composed of 
representatives of the universities and of the councils 
for consideration, and to report to-morrow to this 
meeting. 


THE CHAIRMAN: We are unfortunate in not having 
representatives from the Provincial Councils of the 
eastern provinces; there is no one here from Prince 
Edward Island, New Brunswick or Nova Scotia, who is 
a member of the Provincial Licensing Board. No one 
has responded to the roll call as officially representing 
those bodies. If Dr. Cruikshank would be good enough 
to write out his resolution, I can put it to the meeting 
later. In the meantime we can refer it to the Resolu- 
tions Committee, of which Dr. Connell is chairman. 

Dr. A. MacG. Youne (Saskatoon): I wish to con- 
gratulate Dr. MacCallum on the paper he has just given 
us. He made one reference to Saskatchewan regarding 
our relations with Great Britain which perhaps requires 
an explanation. At the last meeting of the legislature, 
we had inserted in our Act the words, ‘‘after examina- 
tion by said Council’’; referring to the Medical Council 
of Great Britain. We were quite of the opinion that 
they did not conduct an examination, but had certain 
assessors or inspectors, and we said that so far as we 
were concerned we would accept that as coming within 
the meaning of our Act. In other words we did not 
exclude British practitioners from reciprocity, but we 
were in favour of this method of inter-provincial regis- 
tration. That is the situation. In Saskatchewan we are 
very much in favour of one portal of entry into the 
practice of medicine in Canada, and all we have done 
at any time has been along that line. I may state that 
we were the first in Canada who voluntarily did not hold 
provincial examinations. Then certain difficulties arose 
with regard to drugless practitioners, and a commission 
was appointed to inquire into the whole question. As 
a result of the investigation by that commission, the 
matter of holding examinations was turned over to the 
university. Again a means was opened up whereby 
provincial examinations would be held. At the last 
session of the legislature there was inserted in the Act 
these words, ‘‘or if deemed advisable may accept the 
examiners of the Medical Council of Canada appointed 
for a similar purpose.’’ That means that if the uni- 
versity desires, it may accept the appointment of the 
Medical Council of Canada examiners. So we have left 
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open the door again whereby this may become the sole 
portal of entry. We believe in a national system of 
examination in Canada. Registration or license must be 
left to each province, but we believe the proper ideal 
is to have Canadian practitioners, rather than provincial 
practitioners, and our whole effort has been towards 
that end, and we will heartily support anything which 
will have for its effect the bringing of that into being. 


THE CHAIRMAN: As this discussion goes on it is 
getting more interesting. We have heard from Dr. 
Young as Registrar of the Council, and he has shown 
that so far as Saskatchewan is concerned there seems 
to be a sentiment in favour of some general standard 
for the whole Dominion. Whether or not that is to be 
the final opinion of this Conference is left to be seen, 
and therefore we will welcome any direct criticism or any 
antagonism against that idea. You have already heard 
my sentiments from the chair, and I would like to hear 
the opposite side, because we should all approach this 
question with an open mind. I think if the registrars 
of any other councils would give us some technical 
points it might be of value. I see Dr. Aikins, of the 
Ontario Medical Council. Perhaps he might say some- 
thing to us. It has been suggested to the chair that I 
should proceed in that way. 


Dr. H. W. AIKINS (Toronto): Five minutes, five 
hours, or five months would not suffice to enable me to 
compass the whole situation so far as licensure is con- 
eerned. If there are any difficulties in connection with 
matriculation or enabling certificates that we have not 
met with in our office already which call for solution, 
then I would say I would acquiesce in what Shakespeare 
says, ‘‘There are more things in heaven and earth than 
are dreamt of in our philosophy.’’ We have had all 
sorts of didiculties, and we are at a loss from day to 
day to know how to proceed. Difficulties which con- 
cern our council, concern other councils, concern the 
Canadian Medical Council, concern the British Council, 
and chiefly relating to the circumstances under which 
we should be free to give a qualifying or enabling cer- 
tificate to those who come to us for them. It is a 
little difficult without specifying, to indicate what our 
troubles are. 

Matriculation we must handle as something which 
concerns not ourselves alone but other provinces, other 
countries under the British flag, and foreign countries, 
and we sometimes feel that it might be a wise thing 
to divide all those who come to us for the purpose of 
getting standing into two classes: those who will be 
allowed to matriculate with us, and those who will not. 
Those who will be allowed to matriculate with us will 
be naturally those who belong to our own province and 
have met all our requirements. To those who belong 
to other provinces and to foreign states we would say: 
‘*We will let you present your certificates for matricula- 
tion at the time you go up for final examination before 
us or before the Canada Medical, and we will say 
whether they are acceptable. If they are not acceptable, 
we will not give you a certificate. If you have not a 
certificate you cannot demand of us an enabling cer- 
tificate; you will have to go to your own province for 
it.’’ In that way we would meet a good deal of adverse 
criticism directed against our council on the ground 
that it has issued enabling certificates which should have 
been issued by other councils; but there are circum- 
stances under which it is absolutely impossible to refuse 
students who come to our office on the last day before 
the one on which they must send in their certificate 
to the Canada Medical at Ottawa, and who say, ‘‘I 
come from a far distant province and want an enabling 
certificate.’’ We say, ‘‘No, go to your own province.’’ 
**T cannot do it,’’ he says, ‘‘it is too far away and I 
am too late.’’ Although we do not do so, we feel dis- 
posed to say, ‘‘Why did not your university five or six 
years ago advise you of the fact that at the end of 
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your course you would have to have such a certificate, 
and prepare you in that way to obtain it at that time.’’ 
We have been more than accommodating; we have been 
absolutely gracious with a great many to whom we felt 
we should not issue such certificates. But we are being 
pressed by our own graduates and our own licentiates, 
who say it is not fair to allow what is going on to 
continue any longer, that students should be permitted, 
for instance, to go up for our Ontario matriculation 
examination and pass in seven subjects and fail in five, 
and then go to some neighbouring province and pass 
three or four more papers with the university of that 
province, and then come back to Ontario and ask to 
be allowed to go up for examination at the same time 
as the man who has passed all his twelve papers set 
by the Ontario Educational Department. 

These are the difficulties we encounter every day, 
and personally I should be delighted to think that 
someone here had enough grey matter to tell us a 
solution of the problem, if for no other reason than 
to relieve us of the responsibility of meeting these 
unfortunate students whom we have to try and oblige, 
when we desire at the’same time to play the game. 

Dr. R. H. ARTHUR (Sudbury): I think probably 
we are all agreed on one thing, that is, that the ideal 
method of licensure in the Dominion would be to have 
but one examination, and that in the hands of some 
body that has power to govern the entrance to the medi- 
cal profession throughout the whole Dominion. 

Unfortunately, I think, at the time of Confedera- 
tion the whole field of education was given to the 
provinces, each one to do as it saw fit, and that has 
probably been the great stumbling block in the matter 
of, I won’t say medical education, but medical licensure. 
When the Dominion Medical Council was born, it was 
born with a handicap; that is, they were there on suf- 
ferance, and any province that did not choose to come 
in did not have to. I believe eventually they are all 
in now, but at the same time it does not give it the 
air of finality and power that I have always felt it 
should have, and it has always seemed to me, and I 
make the suggestion with great deference, not claiming 
any grey matter at all, that if the Medical Council of 
every province would signify their willingness to forego 
their examinations and place them in the hands of the 
Dominion Council, provided the Dominion Council would 
get legislation that would give them power to control 
the whole matter of entrance to the medical profession 
by examination, the present difficulties would be over- 
come. While the provinces have control of the matter 
of education, it does seem to me without any quibbling 
that it does not necessarily follow they have control of 
the matter of examination, and if every one of the 
medical councils of the various provinces would signify 
not only their willingness but their desire for some 
such legislation along this line, in the form of an amend- 
ment to the British North America Act, that this power 
to control examinations, not necessarily education, but 
to control the examinations for the whole Dominion, 
should be cbtained. If so, it would do away with the 
overlapping that now exists. It would make one stand- 
ard throughout the country and we would then be one 
step further towards being a nation. 

While these are my personal views, the body which 
I represent here, I am satisfied at the present time 
would not under existing circumstances vote to forego 
their licensing power, but if they felt there was a finality 
to it I think they would agree. 

Dr. L. D. CaRDER (Vancouver): Speaking on be- 
half of British Columbia, we have felt very keenly that 
there should be one licensing body for the Dominion of 
Canada. We, I think, were the first to delegate our 
examining powers to that central body absolutely. We 
hold no examinations; we delegate that to the Dominion 
Council, and we find it works very well. We have no 
reason to be dissatisfied with it, and we do not see any 
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particular objection to the other provinces doing the 
same thing. We think we made a real sacrifice in doing 
that, because we do not have any twenty-five below zero 
weather out in British Columbia, and I never heard of 
anybody leaving British Columbia to practise in any 
other province, while others do leave other provinces to 
practise in British Columbia. 

Dr. W. H. Hattie (Halifax): I certainly cannot 
speak in an official capacity at all. I am not a member 
of the Provincial Medical Board, but I am in such re- 
lationship to that board that I have some idea at any 
rate as to the attitude which the board takes on the 
proposal that the Medical Council should constitute a 
single portal of entry. As you may know, Sir, Nova 
Scotia has not gained anything through uniting with the 
other provinces in Confederation, and we have learned 
to be very conservative there; we are not anxious to 
lose anything more than we have lost. 

As far as our council in Nova Scotia is concerned 
we feel that the Provincial Medical Board is very fair 
and has, I think, a very good control of the situation. 
There is some dissatisfaction, but it is not very marked. 
1 think I am giving you the attitude of the board when 
I say they would hesitate very much indeed to depart 
from a procedure which has been satisfactory, in favour 
of another method which might not prove to be so sat- 
isfactory. As it is, the board has practically absolute 
control. We are very differently situated in that respect 
from the Province of Saskatchewan. Dr. Young has 
told you that there the examinations are held by the 
university. With us the examinations are controlled 
absolutely by the board. We are possibly a little too 
meticulous about requirements. I know it has happened 


on several occasions that men whom we could not accept 
have been accepted by other provinces, and they have 
ultimately been able to get registration in Nova Scotia, 


either through the Medical Council of Canada, or through 
the General Medical Council; but we have entered into 
relationships with both the Medical Council of Canada 
-and the General Medical Council with eyes fully opened 
to the possibilities. When in the first place we obtained 
reciprocal relations with the General Medical Council, 
it was with full knowledge of the possibilities that 
would ultimately lead to an indirect system of inter- 
provincial reciprocity. We have entered into these re- 
lationships with our eyes fully open, and we feel that 
we must abide by anything that might develop from these 
relations, and, as I say, we have had to admit men to 
registration who would not have been admitted had it 
not been for these relationships. The instances have 
been few, and we do not complain. 

I do not like to introduce a discordant note, Mr. 
Chairman, but I think perhaps it is just as well that all 
should know that the chances are that the Provincial 
Medical Board of Nova Scotia would be rather loath 
to depart from its present practice. I think that is all 
I need say. There are arguments pro and con, but I 
do not know that I can add very much to the discussion. 


THE CHAIRMAN: That is the kind of criticism we 
want to hear. I am a Bluenose myself, and I know how 
difficult it is to get them into line, but once in line 
they are the best crowd I know of to fight for an ideal. 
We have not heard from Alberta yet. 

Dr. G. R. JOHNSON (Calgary): I do not know that 
I can add very much to the discussion. I think many 
of the problems have already been stated. I thought 
at one time that Alberta had all the problems due to 
the fact that it was a new province and a great many 
medical men were coming in, not only from our own 
Canadian universities but from foreign countries as well. 
| thought our problems there were more acute than those 
anywhere else, but I find that that is not the case. 

The general opinion in Alberta is in favour of, and 
I believe its council would be quite willing to stand 
behind, any movement which would accept the Canadian 


Medical Council examination as being the one entrance 
into the province. It is true that we would like to make 
sure that all applications received were bona fide in 
every sense of the term; that is, we would require from 
each man at least that he is a reputable citizen, that 
he has a good preliminary education, that he has taken 
a medical course and passed successfully. We accept 
the certificate of the Canadian Medical Council, and of 
the General Medical Council of Great Britain, but we 
would like to see one nation-wide standard, so that a 
registrant of Alberta could practise in any other part 
of the Dominion and the registrants of any other prov- 
inces come to Alberta and practise without further ex- 
amination and without further test. 

I will not mention any of the problems that we 
have had to meet in the last three or four years, as 
they are very similar to the ones mentioned by the 
Registrar of Ontario. 

Dr. J. F. ARGUE (Ottawa): Mr. Chairman, ladies 
and gentlemen, I want to look at this thing first of all 
from the standpoint of the medical student. I think 
one of the things we should consider here is whether 
there is any possibility of the student getting away 
from dual examinations in his final year. In the 
majority of the provinces, in his final year he comes 
up for his university examinations, and if he wants to 
qualify to practise in the province he goes through an- 
other series of examinations. I think our ideal should 
be some method, either under the Medical Council of 
Canada or otherwise, if it ever comes to one licensing 
body for the Dominion, by which assessors should be 
appointed who would co-ordinate with the examinations 
that are held at the close of the university term, and 
in that way the student would be freed from one extra 
set of examinations. 

There is another point. If we are to have any 
uniformity and prevent men slipping through into one 
province after being denied im another, we must have 
one standard of matriculation. The universities of 
Canada should get together and provide a standard 
matriculation, and if a man passes that he should be 
able to go to the university. I think we have reached 
that in Ontario during the last year. We have a stand- 
ard matriculation, and if a man wants to study medicine, 
law, science or any other subject that is taught at the 
university, that one examination qualifies him to enter 
the university. 

Another point is that our Provincial Registrars or 
Provincial Medical Councils should not allow any one 
to get in by the back door. If a man is turned down 
by one province, if the registrar would take the trouble 
to notify the Medical Council and the provincial licens- 
ing bodies that this man had made application and that 
his qualifications were not what they should be, the 
other provinces would be warned. Probably most of you 
know that during the last session of the Ontario Legisla- 
ture we had a man made a doctor practically by Act of 
Parliament. Things like that would be avoided. I do 
not hold the medical schools free from responsibility 
for some of the trouble. I can remember men of very 
meagre matriculation standards entering upon the study 
of medicine, and being told that if they would matricu- 
late during their first or second year they could go on, 
and they would be kept on until finally they got a license 
to practise. This is simply a question of co-ordination, 
it seems to me, between the medical schools, the Pro- 
vincial Medical Councils, and the Medical Council of 
Canada. The ideal I have for the future is a license to 
practise anywhere in Canada after passing one examina- 
tion, and that examination should be held during the 
time of the final examinations of the student’s medical 
college, and should be conducted by a combined board 
appointed by the central licensing body and the uni- 
versity which the student attends. 

Dr. A. T. Bazin (Montreal): Mr. Chairman, I do 
not represent any school or any licensing body, but I 
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think Dr. Argue has struck a note which should com- 
mand our sympathy when he spoke from the viewpoint 
of the student. I might cite one instance that occurred 
not so very long ago, where a student going through the 
strain of his final year and examinations, followed im- 
mediately afterwards by the strain of a provincial ex- 
amination, and immediately thereafter by the further 
strain of the Dominion examination, comitted suicide 
very shortly afterwards. ‘There was no reason for it 
that we could discover except that his mental balance 
was upset due to the prolonged strain which he had 
undergone. That perhaps is an extreme case, but it 
shows what occasionally may happen. 

There are other viewpoints that might be considered 
as affecting the student. Why after submitting a youth 
to a very prolonged system of education, with all the 
expense incident thereto, should he be penalized by the 
collection of a fee here and a fee there all for the gain- 
ing of one object? That applies not only to the licens- 
fees, but also to the matriculation fees. Matriculation 
in certain provinces, perhaps not in all, is by means of 
two paths: one the presentation cf credentials which 
admit him, and the other by passing an examination. 
It is permissible to conceive that if a student desires to 
pass an examination, that there are special expenses in- 
cident to that examination which should be collected 
from the applicant; but if a man has followed a more 
or less prolonged course of preliminary instruction which 
necessarily involves expense, and does not actually form 
a demand for further expenses on the part of the pro- 
vincial board in order to show his credentials, why should 
he be muleted the expense of an examination fee? So 
much for certain points in regard to the student’s view- 
point. 

As I say, I am not representing anybody but the 
executive of the Canadian Medical Association, and that 
Association felt that a Conference of this kind, without 
necessarily arriving at any very definite conclusions, but 
simply talking back and forth, detailing the difficulties 
that present themselves, would certainly be of value. We 
have with us to-day one who has had a very extensive 
experience both on a provincial board, that of the Prov- 
ince of Quebec, and on the Dominion Board, Dr. 
Normand, of Three Rivers. I am sure the Conference 
would be very glad to get the benefit of his experience. 
There are many problems in the Province of Quebec 
that are perhaps different from the problems presented 
in the other provinces, and we all of us in the Province 
of Quebee appreciate the difficulties in relation to other 
provinces, and I do not think there is anyone who can 
clarify the situation better than Dr. Normand. 


THE CHAIRMAN: I am sure we shall all be de- 
lighted to hear from him if he will be good enough to 
give us his views. 

Dr. L. P. NorMAND (Three Rivers): Mr. Chair- 
man, my situation is very peculiar, because I have not 
been appointed by the College of Physicians in the 
Province of Quebec to represent it at this meeting. I 
am here as a reprensative of the Canadian Medical 
Council, but as my friend Dr. Bazin says, I have been 
associated for a long time with the College of Physicians 
and Surgeons of the Province of Quebec, having been 
for twenty-five years a member of the college, and for 
seven years president of that college. 

The Province of Quebec has been one of the first 
provinces of Canada to exchange with the British license. 
Since 1889 we have had an exchange of licenses be- 
tween the Province of Quebec and Great Britain, with- 
out any question. In connection with the Canadian 
Medical Council I was engaged for many years before 
1912 studying the Roddick Bill, and I was one of the 
representatives of my province on the board, when that 
Act was finally drafted and put into effect. 

The Province of Quebec has never discussed the 
question of having one Dominion license. Any man 
from any province, Ontario, or western or eastern 
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provinces, coming to the board of Quebee with a Domin- 
ion license has always been accepted and a license 
granted. In the Province of Quebec we have two classes 
of students. We have those who comply with the re- 
quirements of our board, who are what we call regular 
students, and we have those who do not comply with our 
Tequirements but who come before our board and ask 
for a license to practise in the Province of Quebec, but 
we refuse them. During the last twelve years many of 
them have been going to the other provinces and paying 
the sum of twenty-five or fifty dollars to the registrar 
to be registered. They pass an examination of the 
Dominion Council, and get a license from the Dominion 
Board, and then come back to the Province of Quebec 
and force a license from us when they have not proved 
themselves sufficiently qualified to be accepted by our 
own board in the first place. But we are now refusing 
to grant them a license. For the last three or four 
years we have decided not to license any man that we 
did not believe sufficiently competent to get our license 
in Quebec, and who simply went to some other province 
and then came back to us. In 1918, six years ago, Dr. 
Simard and myself asked for an amendment to the 
regulations of the Dominion Board by which the Quebec 
man who could not get a license from Quebec should 
not be accepted through any examination of the Dominion 
Board until he had satisfied every requirement in order 
to become a licensed doctor, or until he had got a cer- 
tificate from the registrar of the Province of Quebec. I 
was sorry to hear the other day that we have many 
men coming up before the board of Quebec, and in- 
stituting law suits against our board on the ground that 
this amendment to the regulations of the Dominion 
Board has not been subjected to the Governor-in-Council 
at Ottawa and given lawful effect. At the last session 
of the board of the Province of Quebee in September— 
I was not present they decided to ask that at its next 
meeting the Dominion Board find means to stop any 
incompetent man from passing via the Dominion Board, 
and if that is not done, I am sorry to tell you that the 
Province of Quebee has decided to withdraw from the 
Dominion Board, if we cannot stop these incompetent 
men from forcing themselves on us. 

I was very glad to hear representatives from other 
provinces tell you this afternoon that British Columbia, 
for one, has decided to put aside its own regulations 
and accept the examination of the Dominion Board. I 
have heard other gentlemen say that in the near future 
all provinces may accept the examinations of the Do- 
minion Board; but let me tell you, although I am not 
speaking for the board of the Province of Quebec, I 
know French-Canadians’ ideas sufficiently well to be con- 
fident that never will the Province of Quebec give away 
this right; never will it forego the regulations of its own 
board and accept only one Dominion license for all 
Canada. It is only a dream to think that such a thing 
will happen. Quebec will keep the same regulations, 
the same laws for the people who are willing to come 
before the Quebee Board, but we will always be very 
glad to help in trying to make the Dominion Medical 
Board the best of all boards in Canada. 


THE CHAIRMAN: I am sure we are very much in- 
terested in hearing Dr. Normand. It impresses me as 
an individual that he has made a splendid argument for 
the ideals we are trying to forward. It seems to me that 
if we had what has been suggested, examinations of the 
same standard throughout Canada, it would not matter 
much whether the Quebee Board compelled its students 
to take its examinations in Quebec or elsewhere. It 
seems to me a uniform standard would solve a great 
many of the difficulties, and I am sure our colleagues 
from Quebec would welcome a condition which would 
permit a nation-wide scheme whereby that unification 
might be obtained without in the slightest degree in- 
fringing, on the rights and privileges and ideals which 
our colleagues have in the Province of Quebec and in 
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the other provinces. I hope that this discussion will go 
on. This is the kind of thing we want to hear. We 
have just had a real difficulty presented, and I am sure 
there are many others. 

Dr. YounG (Saskatoon): Suppose a man domiciled 
in the Province of Saskatchewan and educated, we will 
say at McGill University in the Province of Quebec, re- 
seiyes gn enabling certificate from the Registrar of 
Saskatchewan, and passes the examination of the Medi- 
cal Council of Canada, receives his diploma and goes 
to the Province of Quebec, will he be accepted in the 
Province of Quebec for resgistration? 

Dr. NoRMAND: I am very glad that Dr. Young 
has put a specific case. If a man from Saskatchewan 
or any other province has received his preliminary educa- 
tion in such a way as to get his B.A. or some other 
degree, and is regularly admitted as a medical student 
of that province, if he has complied with all the re- 
quirements of that province, it does not matter if he 
has received his education in Qucbee or elsewhere, if 
he gets his license from Saskatchewan and is a regular 
physician of the province, and then comes with a Domin- 
ion license to the Board of Quebec, he will be ac- 
cepted. But we do not want a man from Quebee who 
is not able to pass to get his B.A. or pass his pre- 
liminary examination, a man born and educated in the 
Province of Quebec, to be allowed to practise in the 
Province of Quebee when he is incompetent to pass our 
examination,..just by paying a fee of twenty-five or 
fifty dollars in Saskatchewan or any other province, and 
then come into Quebee with a medical license. We will 
not accept that man, because if he is incompetent to 
pass our own requirements he should not be allowed to 
practise in our province for he has not proved himself 
competent simply by paying twenty-five or fifty dollars 
in some other province. He is a man from our own 
province, and we have a right to refuse him even though 
he has a license from the Dominion Board, when he gets 
his license without any examination, just by paying a fee. 

Dr. YouNnG (Saskatoon): I have in mind a gentle- 
man in Saskatchewan who applied to me for an enabling 
certificate. I made full inquiry as to his domicile, and 
I was perfectly satisfied that he was domiciled in Sask- 
atchewan. He complied with our preliminary require- 
ments and received an enabling certifieate from me, and 
did not have to pay twenty-five dollars for it, either. 
Then he went to the Medical Council of Canada and 
passed their examination and received his diploma, and 
then went to the Province of Quebec, but for some reason 
of which I am not aware he was refused. I understand 
that he went further. I have here a report from the 
Province of Quebec, and apparently this man went to 
a lawyer; I presume that is one reason they keep 
lawyers, to keep men straight in the law. Apparently 
this man had a lot of difficulty, and I was wondering 
why that particular man had that difficulty, in view of 
what Dr. Normand has just told us, because this man 
was domiciled in Saskatchewan, and had complied with 
all the preliminary educational requirements of that 
province, and received from the registrar of that prov- 
ince an enabling certificate. He had met all our re- 
quirements as to preliminary education, had received his 
diploma from the Dominion Council and then went to 
the Province of Quebec, but was not,accepted without 
first going to a lawyer. I believe eventually he may 
have been accepted. I was wondering just what the 
regulation was with regard to that very case. 

Dr. NorMAND: I do not know what particular case 
Dr. Young is speaking of. I have not been a member 
of the executive for the last five years, and I cannot 
say what the reasons were in this particular case, but 
I know that before that we used to accept any man as 
long as he was a regular doctor and had graduated in 
any other province, and had received a license from the 
Dominion Board. 
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THE CHAIRMAN: This is a little bit irregular if 
we are to proceed by parliamentary rules. We cannot 
expect Dr. Normand to remember these individual cases. 
He has given the general principles and perhaps Pro- 
fessor MacCallum in replying will deal with some of 
these points in connection with licensure. 

Dr. J. C. Stupson (Montreai): I happen to have 
come in rather close contact with students’ problems 
in regard to education and licensure. Dr. Aikens very 
aptly said in the course of his remarks, referring to the 
student who comes at the last moment and asks for an 
enabling certificate that the question might very well 
be asked, ‘‘Why did not your university five years ago 
advise you that you would run up against this diffi- 
culty?’’? That, of course, is a very just criticism to 
make. It happens‘that in our own university less than 
fifty per cent of our students belong to our own prov- 
ince; less than fifty per cent are students of the Prov- 
ince of Quebec. The majority of them come from all the 
other provinces, from the United States and other coun- 
tries. We are therefore brought into contact with the 
problems of students from all provinces. Certain of 
our students coming from other provinces and receiving 
their education in the Province of Quebec, and living 
there five years, make contacts and for one reason or 
another wish to get a license to practise in the Province 
of Quebec, so we are up against just such problems as 
Dr. Aikins has mentioned. 

There are one or two practical points where I think 
great help could be given by registrars of the other 
provinces to their own men. During the last few years 
and particularly at the present time, we are taking up 
with the individual students when they come to us this 
problem of licensure which is five years away; we start 
with them when they enter the school. We are ad- 
vising them as the sure way of keeping clear of trouble 
is to register with their own provincial council in their 
first year. We are telling the men from the Province 
of Quebec that the way to get a license in the Prov- 
ince of Quebec is to obey the regulations of the Quebec 
College of Physicians and Surgeons. We are advising 
the men from the other provinces to register with their 
home province. Now we are up against this difficulty. 
We find that one province, the Province of Quebec, 
makes it obligatory on the student to register when 
he begins his medical study. The others do not. 
Ontario this year, and I think this is a splendid move, 
announced a policy of encouraging medical students 
to register with them when they begin their medical 
studies; they charge just a nominal fee for this reg- 
istration. I have found from actual experience in the 
last month or two that some of our students who have 
tried to register in certain other provinces have not 
been encouraged, and in one case a student was told 
he could register but would have to pay one hundred 
dollars. It seems to me that is a thing that just needs 
to be brought to the attention of the registrars of the 
different provinces. What are some of the advantages 
of such a course? Just one or two I want to re- 
iterate: First, that the medical student from the be- 
ginning of his course is kept as a student registered 
with his home province; secondly, if that student later 
on is for any reason influenced to practise in the 
Province of Quebec, he has established from the very 
beginning of his medical course the fact that he does 
belong to the Province of Alberta or Saskatchewan or 
wherever he happens to come from. 

Dr. J. 8S. PooLe (Neepawa): Dr. Thornton is a 
confrére of mine on the College of Physicians and 
Surgeons of Manitoba, but he spoke for the Canada 
Medical. Speaking for the College of Physicians and 
Surgeons, but presenting rather my own views, we as 
a council feel that the Medical Council of Canada 
must either go forward or retreat. A number of 
anomalies have been presented to-day which must be 





268 


rectified. An enabling certificate has been used by 
many men in a way in which it was not supposed 
to be used. Men who are not able to get a certificate 
from their own province go to another province, and 
it is to accommodate those students that an enabling 
certificate is given. 

I think I am speaking for our own college in 
Manitoba when I say that if the rights of the prov- 
inces are safe-guarded, if the Medical Council in a 
round-table conference of representatives of the Pro- 
vincial Medical Councils and of the universities can 
work out proper regulations as to matriculation and 
medical examination, our province, and in time I have 
no doubt the other provinces will get behind the Medi- 
eal Council of Canada and give us the one door of 
entry. I have no doubt those Scotsmen in Nova 
Scotia will even see their way to come in as well. 
It is not the use but the abuse of the system that Dr. 
Normand is objecting to. 

Dr. D. Low (Regina): I cannot speak with author- 
ity for anybody in Saskatchewan, but I think I can 
say something that will give you an idea of the general 
attitude of the profession in Saskatchewan in regard 
to this matter. 

I think it was in 1920 that a representative went 
to the Vancouver meeting carrying a resolution asking 
the Council of the Canadian Medical Association to 
endeavour to have steps taken to establish a College 
of Physicians and Surgeons in Canada along lines 
similar to that in Great Britain, and if possible in 
conference with them. First I should say that we in 
Saskatchewan have not got a teaching body in medi- 
cine. Aiberta, Manitoba and British Columbia have. 
We are the only province, I think, that does not 
undertake to manufacture doctors. We thought that 
in the working out of this resolution, it would come 
to the knowledge of the heads of the leading teach- 
ing bodies in the Dominion and those in close touch 
with the licensing process, and that we could safely 
leave it to them to maintain in Canada what we 
contend is as high a standard as is asked for any- 
where, of those who wish to practise medicine. We 
felt these men in due time would evolve a standard 
of requirements and education that would be satis- 
factory, and possibly beyond the requirements of most 
of those who set the standard for licensing at the 
present time. 

I may say that the resolution was passed at the 
provincial meeting of the Association. Some thought 
it had not received sufficient discussion, but the reso- 
lution was so acceptable to the Association that they 
did not think it necessary to discuss it. But to make 
sure there would be no mistake, the resolution was 
brought up again next year and reaffirmed, and every 
one who spoke expressed his hearty concurrence in it. 
We still think that if our teachers, the men in the 
universities, and those concerned with licensing in 
Canada, will get together in the spirit that we know 
exists, notwithstanding any disagreement that may 
appear on the top, we are confident that ultimately a 
system of examinations will be evolved that will be 
satisfactory even to Quebec. 

Dealing with the question of what must be given 
up by the provinces, it seems to me, and I think to a 
number of others in Saskatchewan, that we do not 
have to give up anything in order to agree in this. 
We only have to say: If the standard is set where 
we think it should be set, and the applicant is shown 
to have a proper knowledge of medicine according to 
the standards of to-day (some of us might not be able 
to meet them), it will be acceptable. 

The discussion to-day bears out what I have said. 
I do not think it is well to have all the sugar at the 
top when there is some salt hidden below. It reminds 
me of something Dr. Roddick said when he was en- 
deavouring to have the Dominion Council established. 
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I happened to have the honour of his acquaintance, 
and met him on one or two occasions during that time, 
and he told me, ‘‘Oh, it’s a hell of a job. I get 
Quebec fixed up, and B. C. breaks out. I get B. C. 
fixed up, and Ontario breaks out.’’ I.am sure, gentle- 
mez, we will get them all by and by. Notwithstanding 
the fact that we have a great number of extreme pro 
gressives in our Dominion no one will deny that we 
are a very conservative people. We do not like to take 
radical jumps; we do not like to swallow anything 
holus-bolus, but to thoroughly digest and assimilate 
it, and what Dr. Primrose has said about Bluenoses 
will apply pretty well all across Canada.. Once we 
are satisfied a thing is right and really means a step 
forward, everybody gets in line. There is the state- 
ment of a man who was concerned with the formation 
of the Dominion Council, quite a prominent man in 
his province; ‘‘It’s a splendid idea,’’ he said, ‘‘a 
lovely thing, and we all like it; that is, politically some 
of us do, but actually, you know, we don’t want it.’’ 
This discussion shows we are in just the same position 
we were in then, but notwithstanding all that, we have 
a Dominion Council. There may be some difficulties 
before us, but they can all be smoothed out. We have 
only to get together in a proper spirit to adjust the 
little difficulties, matters of detail, and I am satisfied 
that if we do that we shall achieve the ultimate result 
we are all aiming at. 

Dr. J. J. GUERIN (Montreal): ‘The whole question, 
as I see it, is mixed up with the Roddick legislation 
from its very inception. I was a member of the ex- 
ecutive council of the Province of Quebec at that time, 
and I may say that the Province of Quebec is ex- 
ceedingly jealous and exceedingly conservative in so 
far as anything pertaining to the Dominion is con- 
cerned. They view with a great deal of anxiety any 
proposition that would militate in any way against 
the bill instituting the College of Physicians and 
Surgeons of the Province of Quebec. They gave the 
College of Physicians and Surgeons certain rights, 
after very mature deliberation, and they would not 
hear of any license that would deviate from the re- 
quirements enacted by that legislation. 

We have, according to our law in Quebec, a standard 
of matriculation, and that is the rock on which the 
whole thing shatters—the matriculation. Our stand- 
ard of matriculation is a B.A. degree of a university, 
and those who are not possessed of the B.A. have to 
pass before the College of Physicians and Surgeons, 
through professors chosen by them, an examination 
equivalent to the examination they would have passed 
had théy obtained the B.A. degree, and until a student 
has got the B.A. degree or has passed an equivalent 
examination he cannot be registered in the Province of 
Quebec. It is all very,well for us to discuss the pros 
and cons. I believe myself that the standard of medi- 
eal education throughout the Dominion of Canada is 
pretty well equalized, but it is to prevent the unde- 
sirable element from getting into the profession that 
we enacted those laws. We have had applications from 
all classes of people to study medicine, and before 
those laws were enacted many undesirable people were 
entering on the study of medicine, so it was finally 
decided that we would establish a standard of pre- 
liminary education, and that standard is established 
by the B.A. degree, or by a very severe examination 
equivalent to the B.A. degree, and a student is not 
supposed to commence his medical studies until he has 
satisfied the College of Physicians and Surgeons that 
he comes up to that standard. 

It is all very well to speak about the final ex- 
amination. I have no deubt but that many men are 
refused in the Province of Quebec who are the peers 
of their fellow-practitioners in other provinces, so far 
as their medical training is concerned; but we are ex- 
ceedingly conservative in Quebec. We want the pre- 
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liminary training; we want to have men brought up 
in an atmosphere that will qualify them later on to 
occupy the exalted position of physician in our prov- 
ince. I do not know of any change in the British 
North America Act that could change this state of 
things, because education is essentially one of the pre- 
rogatives of the province, and the province, I may say, 
Mr. Chairman, is so exceedingly careful lest there 
should be any interference in the education of the 
youth that they would view with great suspicion any 
enactment that might in any way militate against the 
standard established to-day for the entry into the 
study of medicine. 

In my own university, the University of Montreal, 
we have a matriculation examination; in McGill they 
have a matriculation examination; many universities 
have a matriculation examination which qualify the 
youth to study medicine in these institutions, but 
neither matriculation nor examination by the Univers- 
ity of Montreal, or McGill or Laval or of anything you 
please in the Province of Quebec, will entitle a man 
to present himself for a license after five years unless 
he has previously qualified himself as the legislature 
requires in order to commence his study of medicine. 

It is very well for us to discuss thesé questions and 
to listen to the arguments that are being made, but the 
primary trouble is the examination for the entry into 
the study of medicine, and unless you can find some 
method of co-operation which I cannot see at the moment, 
and I was very intimately concerned with the legislation 
in regard to this bill from the very beginning, I cannot 
see how you could ever pass any legislation over the 
head of the College of Physicians and Surgeons for the 
Province of Quebec, and what is more I cannot see how 
the legislature could be convinced that it would be for 
the general advantage that we should deviate from the 
state of things that now exists. Our standard for the 
study of medicine is high; our standard is one that 
we do not wish to lower; and notwithstanding anything 
we may do, though I have no right or prerogative to 
speak for the College of Physicians and Surgeons, being 
here simply representing the University of Montreal— 
I have been on the Board of the College of Physicians 
and Surgeons for many years; I am not on it now, but 
I am sure that if the representatives of the college were 
here they could not tell you anything different from 
what I am telling you. 

From the discussion that has taken place it seems 
to me that the whole trouble arises over the preliminary 
education and examination for the study of medicine, 
and unless that difficulty can be overcome in some way 
that I cannot suggest, I think we will meet with failure 
in our efforts to bring about an understanding whereby 
the license of the Dominion Council would prevail in 
the Province of Quebec. 

Dr. J. C. CONNELL (Kingston): May I first express 
my great satisfaction and pleasure that I have been per- 
mitted to attend this first Conference of the Medical 
Services in Canada. It realizes an idea, a dream per- 
haps, that has been in my mind more or less for the 
last twenty-five years, and I hope this will prove only 
the beginning of a permanent organization which will 
continue from year to year and contribute very greatly 
to the progress of the medical services and to the welfare 
of the people of Canada generally. We did not secure 
the Medical Act of Canada without dreaming about 
it for a long time. I was a medical student when I 
first heard Dr. Roddick speak on the subject of Dominion 
registration, I won’t tell you just when that was, but 
it was a long time ago, and I considered it a great 
honour when later on I had the acquaintance and friend- 
ship of Sir Thomas Roddick. Certainly he dreamed 
about that Act for a long time, and finally his dreams 
came true. Even Quebec was reconciled and became a 
party to the Medical Act of Canada as it now stands. 
Of course, the Act is full of compromises, as is known 
to quite a number of gentlemen here who are familiar 
with the details leading up to the final acceptance of 
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the Act. It is not-a perfect Act by any means, but it 
has been working twelve years, and I think we have 
no reason to be dissatisfied with the results. There are 
now over 1,300 practitioners in Canada who have the 
license of the Medical Council of Canada. ‘That repre- 
sents a large body of medical opinion, and I think I 
can foresee in the next generation of the medical prefes- 
sion in Canada, that those who hold the license of the 
Medical Council of Canada will control medical ‘opinion 
in Canada. I am quite sure that there will be no going 
back; there will be progress, and continued progress 
all along the line. Of course, there are difficulties. 
Some of them are inherent in the Act itself. It has 
been suggested, for example, that the question of pre- 
liminary education, curriculum, and so on, should be 
in the hands of the Medical Council of Canada. There 
is no provision whatever for that in the Act. I myself, 
after working with it for some time, feel that that is 
not necessary, that we can work it out as it stands. 
That is one of the suggestions that have been made. 


We have also been informed to-day that the Province 
of Quebec will insist upon an amendment to the Act 
which will legalize what they have been doing for the 
last few years. I should like to emphasize that the 
Medical Act of Canada provides that a candidate must 
have either a provincial license, or that he must comply 
with all the regulations right up to the point of writing 
on the examinations of the provincial board. Now for 
several years the Province of Quebec has not issued 
enabling certificates to such candidates. It will only 
issue certificates to those who actually hold a license. 
It has withheld that privilege, although that privilege 
is definitely provided for in the Canada Medical Act, 
and we are told that Quebec will withdraw unless that 
is legalized. Well, no amendment to the Medical Act 
of Canada can be presented to the House of Commons 
until every provincial council has consented; how are 
you going to get it? Not easily. I think it will be 
a long time before there is any amendment submitted 
to the House of Commons that will essentially change 
the provisions of the Medical Act of Canada. Perhaps 
that is one of the weaknesses of the Act; it may be 
it is one of its strengths. Personally I think it can 
be worked out as the Act stands. 


There are one or two other points on which I would 
like to say a word; first of all, the reference made by 
Dr. Argue to dual examinations by the council and the 
university and his suggestion of some system of assessors. 
After my experience of quite a few years now in con- 
nection with medical education, I am not in favour of 
such a system. I think it is not unreasonable that a 
candidate who has spent his years in a university and 
has graduated should submit his qualifications for review 
by outside examiners. So far as I am concerned, I 
would say to any under-graduate who has come to the 
point of graduation, ‘‘It is quite reasonable that you 
should submit yourself to a board of examiners to 
see exactly where you stand.’’ I think that is a very 
good thing for the school, a very good thing for the 
candidate, and I would be very sorry to see any depar- 
ture from such a system. The system of assessors is 
not workable in a practical way. I do not think it 
amounts to anything. The other objection to it is this: 
We are likely for some time to educate quite a number 
of foreigners, and if you have a system of assessors 
practically every man who graduates from a Canddian 
school will have a Canadian license. I do. not think 
that is a good public policy; I do not think it is good 
from a professional standpoint. Just on that point 
I would like to point out what a good many of my pro- 
vincial friends fail to see, that it is to the advantage 
of the profession in any province that all the men who 
are educated in that province should have a Dominion 
qualification rather than a provincial one.. He should 
have the whole of Canada for his field, rather than be 
limited to one province. It is-in the interests of the 
profession in the province that that should be the case. 
I say that because it ‘applies particularly to my own 
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province, and I have difficulty sometimes in persuading 
my colleagues that that is really the case. 

In regard to the difficulty that Dr. Normand has 
raised with regard to Quebec, it seems to me the remedy 
lies with Quebec itself; it is a domestic problem. It 
appears there are two classes of student in Quebec, 
regulars and irregulars. The regulars—Dr. Normand 
will correct me if I misunderstood him—are those who 
have complied with the preliminary requirements of 
the Medical Council of Quebee in regard to matricula- 
tion. The irregulars are those who have not, and who 
with incomplete matriculation are admitted to the 
medical schools and receive a medical education. Why 
are they admitted? Is it not a matter of accommodation 
between the medical schools of the province and the 
Medical Council of Quebec? Should there be any ir- 
regulars? There are no irregulars in Ontario. 

Dr. J. C. Simpson (Montreal): I think you mis- 
understood the statement of Dr. Normand. In his ter- 
minology irregulars are those men who do not fulfil the 
requirements of the Province of Quebec but who fulfil 
the requirements of some other province. A man, for 
instance, who fulfils the requirements of Ontario, let 
us say, may not be a regular student from the point of 
view of the College of the Province of Quebec, because 
he may not have the B.A. degree, which Quebec requires. 

Dr. J. C. CONNELL (Kingston): If he is a resident 
of the Province of Quebec, he is subject to the regula- 
tions of the Council of the Province of Quebec, and if 
he wants to get an enabling certificate— 

Dr. J. C. Stmpson: A student who has complied 
with the matriculation requirements for entrance to any 
university in Canada may still not be in a position to 
proceed to his license in the Province of Quebec. 

Dr. J. C. CONNELL: I cannot see but that it is a 
domestic question for Quebec, after all. If he wants 
to get an enabling certificate he cannot get it if he is 
not domiciled or a resident, and no other province will 
give him an enabling certificate. 

Dr. J. C. Stimpson: That is quite admitted. 

Dr. J. C. CONNELL: No other province should give 
a man domiciled in the Province of Quebee an enabling 
certificate. He must get it at home. 

Dr. J. C. Simpson: That is obvious. 

Dr. J. C. CONNELL: Then where are your regula- 
tions? There is no difficulty except between the Coun- 
cil of Quebec and the colleges. I may be dense, but I 
think after all it is a domestic question for Quebec, and 
I think I can safely say that Quebec will not withdraw 
from the Medical Council of Canada. 


THE CHAIRMAN: We have not heard from New 
Brunswick. I see my old friend Dr. Maclaren, whom 
the Conference would be glad to hear from. 

Dr. Murray MACLAREN, M.P. (St. John, N.B.): 
Mr. Chairman, I cannot speak for the Council of the 
Province of New Brunswick because I am not a member 
of it; I can only say something as an individual, and as 
a member of the Council of the Canadian Medical 
Association. 

We all recognize the fact that the British North 
America Act provides that education comes under the 
provinces. I think that also includes examinations, for 
I take it that education includes everything surrounding 
itself, and I think examinations would be included in 
the interpretation of education. Consequently both ex- 
aminations and education are matters for the province 
to deal with. That being the case and the profession 
being unhappy under these circumstances, has led after 
many years to an attempt being made to arrive at some 
central method of examination. But there must always 
be difficulty in doing that. The British North America 
Act is there, and it is, I would consider, permanent, and I 
would say that so far as the Dominion is concerned we 
must always expect difficulty, and we are always limited 
in our procedure. I think up to the present we have 
endeavoured, as it were, to arrive at a method satis- 
factory to us and yet not in direct conflict with what 
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is laid down in the British North America Act. I do 
not see any way of arriving at the object aimed at. [| 
sympathize with those who desire it, and would desire i: 
if it were possible, but I have not any solution to offer. 
There may be, and I think there probably will be some 
way found of meeting the difficulties in the situation. 
Arriving at a uniform standard of matriculation and 
having a uniform standard of medical education through- 
out the Dominion is an entirely different thing from 
what is laid down in the British North America Act. 
There is clearly no reason why the various provinces 
the various councils and the various universities should 
not among themselves agree upon a standard. It is 
a matter then for the councils and the universities, if 
they see fit, to grapple with the problem and arrive at 
a common standard. They are very far from it now. 
It was very interesting to note the disparities between 
the different provinces which Professor MacCallum out- 
lined this afternoon, but there is no reason why an 
agreement should not be reached that would not in any 
way contravene the provisions of the British North 
America Act. 

After all, our primary object is to-elevate the medi- 
eal status in the Dominion of Canada. That is the 
essential thing and to me is far more important than 
the question of one board of examination. All these 
other matters are, of course, important, but the primary 
thing is to arrive at as high a standard of matriculation 
and of education as we can reasonably: expect and ask 
for. If we advance, we will advance, I believe, step by 
step. If we secure first a uniform matriculation, there 
will be here and there an improvement in matriculation 
requirements, because I am satisfied that those who 
have now a good standard will not be prepared to ac- 
cept anything less. If we secure that first, an improve- 
ment in matriculation and through the curriculum of 
medical education, we will have accomplished a _ sub- 
stantial good, and I think it may lead the way to some- 
thing further in the way of Dominion registration. The 
whole scheme of registration will then be brought to a 
level throughout the Dominion, and by that time it 
may be there will be some method found of securing 
one examination. 

British Columbia, it seems to me, has taken a wise 
course in handing over its examinations to the Dominion 
Board. There is nothing to prevent any other province 
from following its example, but no province need to do 
so unless it chooses; and I take it there are several 
provinces that will not be prepared to do so. But even 
a few following that course will help in the formation 
of public opinion on this matter. I think the greatest 
good we can look forward to in the meantime, because 
it is possible, because it is reasonable, because it is 
desirable, is the obtaining of a uniform standard regard- 
ing entrance to the study of medicine, and in the sub- 
sequent course of medical education, that is, in the 
curriculum. 

Dr. Mccertt: I wish merely to clarify one point 
about which there has been some misunderstanding, at 
least in my mind, and that is with regard to what is 
meant by an assessor. If it means a person who merely 
visits during an examination, without participating in 
it, then I would agree with Dr. Connell that it would 
be practically a useless procedure, but on the other hand, 
if in this country some system such as that adopted in 
Great Britain could be introduced, whereby the assessor 
is also a co-examiner, the system would be an admirable 
one when it is introduced to bring about reasonable 
uniformity in instruction, and there should be no great 
difficulty in working out some such scheme. One should 
remember, however, and I think the committee should 
remember, that such a scheme is necessarily expensive. 
It is expensive in Great Britain for the General Medical 
Council, and would be much more so here where the dis- 
tances are so much greater. With regard to that exam- 
ination, I may say I have had some personal experience, 
having been a co-examiner in the University of Aber- 
deen, for two years before I came to this country, and 
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| know the influence of this system of co-examiners 
was very markedly felt in the standards that the local 
university authorities felt they had to maintain. It 
brought about a correlation of teaching which I think 
is what we are all aiming at in this country. 


THE CHAIRMAN: If there is no further discussion 
I will call upon Dr. McCallum to reply. 

Dr. Jas. M. MacCanttum (Toronto): Mr. Chair- 
man, others I am sure have succeeded very much better 
than I have in explaining the difficulties we had with 
matriculation, but I tried to make you understand that 
there were different ideals of education, different ideas 
about it, and I refused to say which was the best. 
When you tackle that job you have a very difficult thing 
to deal with, but do not forget, it is not merely a ques- 
tion of Quebec. We all have provincial pride. We in 
Ontario have, as I think you all know, but the fact is 
that the standard of matriculation can be improved in 
various places. It will be improved, and that is my 
object in bringing the matter before you. We cannot 
do it ourselves, but reports will be made to the various 
councils represented here, and I have no doubt it will 
lead to improvement. 


I said I was a man of peace, and yet I may say I 
regret very much there was no gentleman here who would 
get up and break a spear on behalf of British reciprocity. 
Some of my friends say I love a fight. Candidly I con- 
fess I do, but I do not see why something has not been 
said on that question. I would ask Dr. Carder this. He 
tells us they have accepted the Medical Council of 
Canada examination as their own. Now in the event of 
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that becoming the practice in all of the provinces, or in 
the event, which will happen long before that, of- the 
license of the Canada Medical Council becoming Domin- 
ion-wide, has British Columbia got any objection to our 
also having British reciprocity? What will be the at- 
titude of British Columbia? 

Dr. L. D. CaRDER (Vancouver) : 
do it. 

Dr. G. R. CRUIKSHANKS (Windsor): I am sure we 
are all agreed that this has been a most profitable dis- 
cussion. We have touched on some knotty problems, 
but the end is not yet. It will not do to get drawn 
into a controversy in this discussion, or then nothing will 
be done. I move, seconded by Dr. Poole, that Dr. 
MacCallum’s paper be referred to a committee composed 
of representatives from the universities and licensing 
bodies for consideration and report to this Conferente 
to-morrow, the committee to be named by the Chair. 


THE CHAIRMAN: What is your pleasure, gentlemen? 
Shall the motion carry? 
The motion was agreed to. 


THE CHAIRMAN: Then I nominate the committee 
as follows:—Dr. D. S. MacKay (Chairman).; Dr. W. H. 
Hattie; Dr. J. C. Simpson; Dr. L. P. Normand; Dr. 
Duncan Graham; Dr. P. S. McKibbon; Dr. W.'T. 
Connell; Dr. W. A. Laidlaw; Dr. W. A. Rehfuss; Dr. 
G. R. Cruikshank; Dr. J. S. Poole; Dr. G. R, Johnson; 
Dr. A. M. Young; Dr. L. D. Carder; Dr. R. H. Arthur; 
Dr. J. M. MacCallum; Dr. R. S. Thornton; and Dr. J. 
J. Guerin. 


The Conference adjourned at 5 p.m. 


They would not 


Friday Morning Session 


The Conference met at 9.30 a.m., Dr. Primrose in the chair. The first paper on the programme: 
was called for. 


PUBLIC HEALTH WORK IN SASKATCHEWAN 


By Maurice Macponat Seymour, M.D., C.M., D.P.H. 


Deputy Minister of Health for Saskatchewan 


It is not quite two decades since the Province 
of Saskatchewan was constituted, but in order 
to trace the groundwork of public health activ- 
ities initiated by the early pioneers, it is essen- 
tial to give credit and honour to those who 
legislated and administered the affairs of what 
was then part of that large area known as the 
Northwest Territories. 


As remote as 1898, we find a public health 
ordinance in force for the prevention of con- 
tagious diseases, with provisions for appointing 
medical officers of health and sanitary inspec- 
tors in cities and towns. Although, at this 
early period of western civilization the cities 
in what is now the Province of Saskatchewan 
had not attained to any great importance in 
population, we find that they had complied 


with the law in having the services of medical 
health officers. In common with all newly set- 
tled sections of land recently opened for home- 
steaders, little attention was paid to affairs affect- 
ing the general health, and the well-balanced 
discipline of the members of the Royal North 
West Mounted Police was employed to meet 
and advise all that laws for the order, health 
and general well-being of residents must be re- 
spected, and to this splendidly equipped and 
judicial force much credit is due for the admin- 
istration of early health measures. The public 
health ordinance, amended in 1902, was adopted 
at the first session of the provincial legislature 
in 1905, and was further amended in 1907 and 
continued to be the law until December, 1908. 
Early in 1906 the government appointed Dr. 
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M. M. Seymour as Provincial Medical Health 
Officer, and for three years, with occasional 
help from the Mounted Police, he carried out 
such preventive measures as were necessary in 
controlling outbreaks of disease of a communi- 
cable nature. At this period, settlers flocking 
in from all quarters, introduced such diseases 
as smallpox and typhoid which were liable 
to become endemic owing to the practice of 
settling in communities. Many of the out- 
breaks reached epidemic proportions, and 
showed the necessity for a more organized and 
delegated method of control by health districts 
in which instructors and supervisors were made 
responsible to the essential governing authority 
for all affairs affecting the people’s health. 

Up to this stage the administration of health 
matters was under the department of agricul- 
ture, and the correspondence of the period 
shows the amount of work required of the 
deputy minister and the provincial medical 
health officer in attending to all matters re- 
lating to the public health and welfare -of 
residents. 

With the passing by the legislature in 1909 
of the first Public Health Act, being Chapter 
VIII. of the Revised Statutes of Saskatchewan, 
a new and improved method of public health 
administration was inaugurated; a permanent 
bureau was created under one of the ministers 
of the government, with the chief officer called 
the commissioner of public health to perform 
the duties prescribed by the Act, and such other 
duties as might be assigned to him by the 
Lieutenant - Governor -in- Council under any 
other act. A council of public health was 
established to act with the commissioner in 
considering and revising rules and regulations 
made under the provisions of the act and to 
report thereon to the Lieutenant-Governor-in- 
Council. The commissioner immediately set 
about the collecting of a staff of permanent 
officials as a nucleus around which as a centre 
would collect all matters relating to the public 
health, requiring legal, technical and executive 
decision, and early in 1910 the following 
officials were appointed, namely: T. Aird Mur- 
ray, C.E., Consulting Engineer and Assistant 
Commissioner of Health ; Medical Inspector and 
Provincial Sanitary Engineer in the person of 
Thomas Watson, a member of the Royal Sani- 
tary Institute. 

The new Public Health Act provided that be- 
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fore any scheme for establishing a water sup- 
ply or sewage disposal works could be under- 
taken, it was first necessary to obtain from the 
commissioner a certificate to the effect that the 
plans and specifications had been approved of. 
This was made mandatory by the inclusion 
in the act that no by-law for raising money for 
such a construction could be submitted to the 
electors without a preamble to the by-law 
stating that the proposed work had received the 
approval of the commissioner of public health. 
This type of advanced public health legislation 
was very favourably commented upon at a confer- 
ence held in Ottawa, called by the public health 
section of the Conservatory Commission in 1910. 
At this early period sewage disposal plants were 
designed and constructed in Regina, Moose 
Jaw, Swift Current, Yorkton and Maple Creek, 
most of which were completed and in operation 
in that same year 1910. The Public Health 
Act, in defining the functions of the commission- 
er, specified matters for which rules and regu- 
lations could be made for the guidance of all, 
whose duties it would be to carry out health 
provisions. Regulations dealing with contagious 
and infectious diseases, prevention and removal 
of nuisances, dairy and milk supplies, tenement 
houses, hotels and restaurants, were discussed 
and passed as being the essential matters re- 
quiring early attention. 

As a preparatory step to an efficient admin- 
istration, it was imperative to organize the pro- 
vinee into health districts in order to utilize 
local governing bodies and make them respon- 
sible to the bureau of public health for carrying 
out the regulations dealing with sanitary and 
health affairs. Although in every city and in 
many towns there existed health boards, in the 
numerous rural municipalities and villages no 
such provision obtained. Therefore, it was 
necessary to create all organized centres into 
health districts. This was easily accomplished 
by making every municipal board a unit of the 
bureau with a qualified medical practitioner as 
medical health officer. 

With the distribution to health units of copies 
of the Public Health Act and regulations, to- 
gether with a statement of the powers and 
responsibilities they directly implied, the coun- 
ceils of the health districts especially, and also 
the general public, became interested, and the 
correspondence on all subjects relating to health 
became voluminous.. This desire to acquire in- 
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formation was met as far as possible by the 
commissioner, and other officials of the bureau, 
visiting centres, and holding public meetings to 
educate not only members of health boards but 
also the general public on ways and means of 
co-operating with their local health authorities 
in efforts to carry out the provisions of the 
regulations. 

In 1923 the Public Health Act was amended, 
creating a department of public health. The 
responsibility for the administration of the 
activities of the department of public health in 
Saskatchewan is vested in the minister of public 
health, and he has under his jurisdiction the fol- 
lowing acts:—(1) The public health act; (2) 
The vital statistics act; (3)The union hospital 
act; (4)An act to regulate public hospitals; 
(5) The venereal disease act. 

The council of public health, created by pre- 
vious legislation, was continued under the new 
Public Health Act. It consists of the deputy min- 
ister, as ex-officio chairman, three duly qualified 
medical practitioners, and one qualified veterin- 
ary surgeon. At the last session, the act has been 
amended by adding a civil engineer to the council 
of public health. This council is required to meet 
at least once a year to consider and review all 
orders, rules and regulations and to make a 
report to the minister, with such suggestions 
and recommendations as may be deemed neces- 
sary in the interests of public health. This 
council may also consider matters referred to 
it by the minister and submit a report upon 
the same to the Lieutenant-Governor-in-Council. 
The members of the council are appointed to 
hold office for two years and receive remuner- 
ation from public funds. 

The power is also given for the appointment 
of sanitary officials. In order to provide for 
the increased work of the department of public 
health, it has been divided into the ‘following 
divisions :—(1) Administration; (2) Child wel- 
fare and hospital administration; (3) Com- 
municable diseases; (4) Sanitation and hos- 
pital organization; (5) Venereal disease con- 
trol; (6) Vital statistics; (7) Laboratory. 

The administration under the minister has full 
responsibility regarding all matters pertaining 
to the department and formulates the general 
policies and suggestions in connection with the 
various divisions. The department has the gen- 
eral supervision of all boards of health of the 
province, and supervises the carrying into 
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effect of the Health Act and regulations. 
Public health propaganda and publicity work 
receives attention from the department. The 
division of Child Welfare and Hospital Manage- 
ment, which is presided over by a physician, 
has the supervision of the organization and 
holding of child welfare conferences and baby 
clinics, dissemination of information regarding 
the care, feeding and clothing of young chil- 
dren, home nursing, maternity grants and the 
relief of destitutes who are unable to obtain 
aid from any municipality. 

Within the last few years all parts of 
Saskatchewan have been well covered by baby 
clinies, special attention being given to outly- 
ing districts far from qualified medical assis- 
tance. This work has been very much appre- 
ciated, with the result that a number of dis- 
tricts have now child welfare clinics held regu- 
larly under the supervision of the local physi- 
cian. Children of pre-school age are given a 


thorough physical examination; parents are 
advised as to defects if found; and are advised 
to see their physicians regarding the same. 
The importance and necessity of an examin- 


ation by a medical man at least once a year is 
strongly recommended to the -parents. The 
growth of this work may be judged by the fact 
that the number of children examined has in- 
creased from 292 in 1916, to 3,400 in 1924. It 
may be noted that the latter figure does not 
include the number examined in connection 
with local clinics, of which there are now a num- 
ber being held regularly. Films, pictures, pos- 
ters and exhibits are made use of for the 
spreading of baby welfare and information 
is given at fairs and other community gather- 
ings. 

In addition to these clinics, three nurses are 
employed to give further instructions in the 
care of children, one nurse devoting her time 
among the new Canadians. This work is meet- 
ing with great success and through the en- 
thusiastie co-operation of women’s organiza- 
tions, the number of women reached is growing 
rapidly. The course includes instructions in 
the general care of children, first aid and what 
to do before the doctor arrives. 

Maternity Grants—The Province of Sas- 
katechewan makes a grant of $25.00 to assist any 
expectant mother who lives where there is no 
medical attendance readily available to obtain 
the required medical aid. This sum is usually 
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divided by making a grant-of $10.00 at once to 
the mother for obtaining the necessaries for the 
event, and $15.00 is paid to the doctor who 
attends her. This sum of $25.00, however, may 
be paid entirely to the physician or may be 
paid to the hospital to which the mother goes, 
upon her request. That this grant has fulfilled 
to a great extent its purpose may be judged 
from the following figures :—In the year 1920, 
seventeen mothers received the grant; in 1921, 
125 mothers; 1922,.253 mothers; 1923, 286 
mothers; 1924, 427 mothers. The sum of 
$1,000.00 a month is now being paid. 

Hospitals—Upon the information of the Pro- 
vince of Saskatchewan in 1905, there were six 
hospitals receiving financial aid from the public 
funds:—Regina, Victoria Hospital; Prince 
Albert, Victoria Hospital; Yorkton, Queen Vic- 
toria Cottage; Moosomin, General Hospital; 
Battleford, Victorian Order; Indian Head, 
Victorian Order. 

Union Municipal Hospitals—lIn order to en- 
sure better hospital care for the rural districts 
of the province, and especially to provide for 
maternity and emergency cases, in the year 
the 


1917 an act was passed providing for 
formation of rural municipal hospitals by 
which two or more municipalities could com- 


bine to form a hospital district. By this means 
it is possible to raise money to build and equip 
a hospital, and this union hospital plan has 
worked very satisfactorily. 

There are at present forty-three hospitals re- 
ceiving aid in the province, not including ten 
red cross nursing outposts. Saskatchewan is 
now fairly well equipped with hospital facil- 
ities. Fifty-six per cent of the total bed capa- 
city is available in the cities, while forty-four 
per cent serve the rural districts and the popu- 
lation of the smaller centres. For the treat- 
ment of tuberculous cases there is one bed now 
available for every 1,900 of the population, 
and isolation accommodation is at the ratio of 
one bed for every 3,300 of the population. The 
sum of $320, 000 was voted to the aid of hos- 
pitals ir year from public funds. The per 
capita investments jn hospital buildings. and 
equipment in the province now amounts to 
$5.10. In September, 1923, the hospital regu- 
lations, which had been enforced for many 
years, were amended for the purpose of assist- 
ing the hospitals to obtain for their patients the 
best possible service. 
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The department of public health, which ad- 
ministers the hospital act, makes it, elear that 
the responsibility for the management and con- 
trol of the hospital, as well as the results ob- 
tained in so far as the patients are concerned, 
rests with the board of management. It is 
pointed out that the board of management of 
a hospital has a duty to perform in seeing that 
the hospital is properly staffed and furnished 
with the necessary x-ray and laboratory facil- 
ities. Among the regulations are included: 

1.—The interpretation of ‘‘practising medi- 
cine in hospitals,’’ which is limited to those 
registered under the medical profession act. 

2.—All plans and specifications of the build- 
ing or addition to hospitals, or alterations in 
hospitals; shall before such work is begun, be 
submitted to the Minister of Public Health for 
approval. 

3.—Provision shall be made for at least 800 
cubie feet of space for each patient and 2,400 
eubie feet of air per hour, with at least one 
window for every two beds. 

4.—Fire protection must be provided. 

5.—City hospitals are required to have an 
advisory medical board of three doctors. 

6.—Each hospital is required to have a medi- 
cal staff, which staff is to meet monthly for the 
purpose of reviewing and analyzing the clin- 
ical experiences of the staff, discussing cases 
ending fatally or unimproved, and any notifi- 
cations or applications which may occur in the 
hospital. 

7.—A report of this meeting is to be sent to 
the minister. 

8.—Hospitals are required to make provision 
for the care and treatment of maternity cases, 
as well as for cases of tuberculosis, to the ex- 
tent of one-tenth of their authorized bed 
capacity. 

9.—-Case records are required to be written 
up for every patient admitted to the hospital, 
as soon as possible after the admission. Where 
no case record has been written up, the. hos- 
pital is to enter such case in red ink on the 
form which is sent to the department with the 
government grant. 

10.—Anaestheties are to be administered ‘in 
the operating room and by a physician, unless 
permission is otherwise given by the superin- 
tendent. 

11.—Two qualified practitioners are required 
to be. present at major operations, except in 
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eases of emergency, to be approved by the 
superintendent. 

12.—Nurses and employees shall show proof 
of vaccination against smallpox and shall be 
tested with typhoid vaccine every two years. 
Those showing a positive Schick test shall be 
given anti-toxin. Those giving a positive re- 
action to the Dick test shall be immunized 
against searlet fever. 

In the training school for nurses provision 
is made for nurses receiving at least three 
months’ training in a sanatorium. In the year 
1923 the hospitals had 2,253 beds and treated 
32,663 patients, of which 3,448 were emergency 
eases. In 1912 only one birth in twenty 
was attended in hospitals; in 1923 one out 
of every six births took place in the hos- 
pital. There were accounted for 531,007 hos- 
pital days, which was an average of 12.7 days 
for each patient. During the year, 12,436 oper- 
ations were performed, with 208 deaths follow- 
ing. Infections developing in hospitals were: 
medical, twenty-two; surgical, twenty-two; 
obstetrical, sixteen. The average cost per 


patient per day for maintenance was $3.19. 


In the year 1909 an active anti-tuberculosis 
campaign was started by the speaker. The 
anti-tubereulosis league was established with 
the result that to-day Saskatchewan has a first- 
class modern up-to-date institution for the 
treatment of tuberculosis. Another similar in- 
stitution will be opened in the beginning of the 
year 1925, providing accommodation then for 
over 400 patients; 700 beds including hos- 
pitals. 

The division in charge of communicable dis- 
eases, under the direction of a physician has 
oversight of the following sections: Epidem- 
iology and_ statistics, distributions of vac- 
cines and sera, supervision of trachoma, 
supervision of tuberculosis, and care of the 
dead. This division co-operates with local 
health authorities and physicians generally 
in the earrying out of the regulations for 
the control of communicable disease, as well as 
the supervision and distribution of all forms of 
propaganda. 

There are forty-four diseases classified as 
communicable which the law requires to be re- 
ported to the local health officer within twenty- 
four hours. This officer in turn submits a re- 
port to the division weekly, of all cases which 
have been reported to him or of which he has 
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knowledge. Cases of tuberculosis not receiving 
sanatorium treatment are visited by a nurse 
of the department who, under the directions of 
the attending physician, gives instructions in 
the care of the patient and directs the preven- 
tive measures relating to the disease. A full 
time nurse is also employed to take charge of 
all cases of trachoma. She acts under the diree- 
tion of the divisional director and co-operates 
in the closest possible way with the local phy- 
sician. 

It is found that approximately 49.4 per cent 
of deaths from diphtheria occur in children 
under six years of age, while 44 per cent occur 
between the ages of six and sixteen. A special 
effort has been made to locate those children 
under fourteen years susceptible to this dis- 
ease by the use of Schick test. Vaccines and 
sera are distributed free, and doctors in hos- 
pitals during the year 1923 distributed a suffi- 
cient amount of toxin and anti-toxin to im- 
munize 33,159 persons at a cost of $6,290.20. 
Smallpox vaccine was issued sufficient to vac- 
cinate nearly 20,000 persons; and $16,573 was 
expended in vaccines and sera this year. 

The following figures are of extreme impor- 
tance, showing the rapid increase in the death 
rate from cancer. These rates are per one hun- 
dred thousand of the population:—1914, 18; 
1915, 18.4; 1916, 27.8; 1917, 28.8; 1918, 29.6; 
1919, 28.5; 1920, 30.1; 1921, 39.3; 1922, 42.2; 
1923, 42.6. Last year there was one more death 
reported from cancer than from tuberculosis. 
I wish to acknowledge the very great assistance 
which has been received from the Dominion 
Council of Health in improving the legislation 
and regulations regarding health matters, 
thereby making them, in so far as possible, uni- 
form with the health acts and regulations of 
the other provinces of the Dominion. Much help 
has also been received from the Dominion depart- 
ment of health. The literature sent from the 
department, as well as the advice, counsel and 
visits of officials have been of very great aid. 

Division of Venereal Diseases.—The division 
for the examination and treatment of ven- 
ereal diseases operates three full-time dispen- 
saries and clinics in the larger cities, and two 
part-time clinics in the smaller ones. Since the 
beginning of this work in 1920 the number of 
patients receiving treatment has increased from 
278 in 1920, to 1,431 at the end of 1923. Vener- 
eal diseases are classed as communicable, and 
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every person so infected is required to report 
either to a registered medical practitioner or 
at a public health dispensary, and undergo a 
course of treatment for the cure and preven- 
tion of the spread of the infection. Physicians 
giving treatment for the diseases, syphilis 
and gonorrhoea, are required to report all such 
cases with particulars within three days of the 
first visit of the patient. For this purpose all 
registered medical practitioners are supplied 
with suitable forms for so reporting. These 
forms do not require the sending in of the name 
of the patient so long as the patient continues 
treatment as he is required to do by law. Pri- 
soners at the two provincial jails are examined 
and where necessary receive treatment, the cost 
being borne by the Department of Public 
Health. Neo-arsphenamine and mereury are 


supplied free to physicians for the treatment of 
patients who are not able to pay for the same, 
or who are unable to report at a dispensary. 
These dispensaries are located in the largest 
office buildings in each city and everything is 
arranged so as to minimize undue publicity. 
Follow up work is done as far as possible by 


the two nurses employed, male and female. 
Sources of infection are strongly emphasized 
and attempts are made to clear them up. 
Educational work in connection with syphilis 
and gonorrhoea occupies a very important place 
in the work of this division. First-class wax 
models illustrating various types of syphilis 
and gonorrhoea, are used and exhibited at fairs 
and exhibitions, and frequent public addresses 
are made relating to these diseases by the 
deputy minister. Pamphlets, ete., are distri- 
buted, so that thousands of people are being 
reached through these different agencies. As a 
result of a recent survey undertaken by the 
division, it was found that only nine per cent 
of those attending might have been able to pay 
something for treatment. I may mention that 105 
patients received treatment at the Regina dispen- 
sary on one day recently; five of these patients 
being children suffering from hereditary syphilis, 
and the hundred others, men and women, being 
about equally divided between those suffering 
from syphilis and gonorrhoea. 

On the termination of the Great War health 
representatives of the different provinces were 
invited to come to Ottawa to confer with the 
federal authorities as to what measures could 
be taken for the prevention and treatment of 
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syphilis and gonorrhoea. Conditions. arising 
out of the Great War gave much publicity to 
the fact that these diseases were common in 
civil life as was shown by the statement that 
out of every six cases of syphilis and gonor- 
rhoea among the soldiers of the United States 
army, five had the disease when they entered 
the army. : 

At the Ottawa conference it was stated that 
there was a sufficient amount of these two dis- 
eases in Canada in addition to any that might 
be brought back by returning soldiers to jus- 
tify these diseases being dealt with as a nation- 
al problem, assistance for which should be sup- 
plied to the provinces from federal sources. 
This principle was acknowledged and agreed 
to at the time, and the sum of $200,000 
was voted by the federal house to be 
divided among the different provinces upon 
the basis of population and that each pro- 
vince would furnish an equal amount to 
that given by the Dominion, and that provision 
would be made by each province to provide 
such facilities for the diagnosis and treatment 
of syphilis and gonorrhoea as would be ap- 
proved of by the Dominion Department. of 
Health. 

This the provinces have done, and, having 
seen how these diseases are being dealt with 
in some of the principal centres of the United 
States and Europe, and hearing what is being 
done in Canada through being a member of 
the Dominion Council of Health, I may state 
that the measures which are being carried out 
at the present time in the different provinces 
of Canada regarding syphilis and gonorrhoea 
are the best undertaken anywhere. 

All interested in this question were very much 
disappointed this year when it was learned that 
a reduction of 25 per cent had been made in the 
Dominion grant, especially so after a deputation 
from the Dominion Council of Health had re- 
ceived the most positive assurance from the Min- 
ister of Health that he would do his best to pre- 
vent any reduction being made. I heartily ap- 
prove of the recommendation made by the chair- 
man of this Conference that a resolution be sent 
urging that the grant be continued. 

The Division of Sanitation, under the direc- 
tion of the civil engineer, gives information and 
co-operates with the municipal Boards of Health 
for the prevention of diseases caused by pollu- 
tion or infection of air, water, milk and food 
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Public water supplies, sewage and sewage 
drainage systems are under constant observa- 
tion, and new installations or extensions to 
existing systems cannot be undertaken until 
the plans and specifications have been approved 
by the department. It might be noted that 
the sum of $264,468 was expended by the muni- 
cipalities during the year 1923 for the develop- 
ment of the water and sewage works, this sum 
being more than three times the amount spent 
in any previous year, which would indicate a 
tendeney towards more active development in 
municipal sanitary works. There were in Sas- 
katchewan last year 456,000 head of dairy cat- 
tle of which about 18 per cent are tuberculous. 
About 25 per cent of the deaths from this dis- 
ease in children are caused by bovine tubercu- 
losis. Seventy per cent of all milk sold in the 
cities of Saskatchewan is now pasteurized. 
Four years ago this process was a commercial 
one which offered practically no protection 
from the disease. To-day the city pasteuriza- 


tion plants are all under careful bacteriological 
. Supervision and 98 per cent of the total bacteria 
has been eliminated, thus ensuring almost com- 


plete protection from milk-borne bovine disease. 


This division devotes a lot of attention to 
giving advice regarding private sources of 
water supply. For sanitary purposes, the pro- 
vince is divided into four districts under the 
supervision of a sanitary officer, who devotes 
his whole time to visiting, inspecting, giving 
advice and instructions to medical officials, re- 
garding the responsibility and the protection 
of the health of their respective communities. 
Slaughter houses receive attention; the sanita- 
tion of summer resorts is supervised, and a 
considerable amount of time is devoted to the 
organization and consideration of union hos- 
pitals throughout the province. 

The Bacteriological Division of the Depart- 
ment of Public Health is maintained for the 
benefit’ of the public and the assistance of the 
medical profession and the hospitals of the 
provinee. All work is done free of charge. 
The work of this division is increasing very 
rapidly. In the year 1923 over 17,000 examin- 
ations were made. Culture media and containers 
for different specimens are supplied to doctors, 
hospitals and anyone requiring the same. Of 
these, 20,000 were distributed during the past 
year. The scope of examinations included 5,300 
examinations for syphilis and gonorrhoea, 
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4,000 for other communicable diseases; in addi- 
tion over 4,000 examinations were made for the 
liquor commission and for other departments. 
The director also performs autopsies and attends 
inquests when required. 

The Division of Vital Statistics compiles re- 
cords of births, marriages, dissolutions of mar- 
riages and deaths occurring within the pro- 
vinee. It also classifies and tabulates these, in 
order to provide satisfactory tables to show the 
result of public health activities. It is the 
channel whereby the efforts of the other divi- 
sions may be traced year by year. Each muni- 
cipality in the province is considered as a regis- 
tration division, although any such district may 
be enlarged or diminished at the discretion of 
the Lieutenant -Governor-in-Council. The 
secretary-treasurers of towns, villages, or rural 
municipalities constitute the local registrars. 
City registrars are appointed usually from mem- 
bers of the health department. In unorganized 
territories the Lieutenant-Governor-in-Council 
may appoint any person to act in that capacity. 

In conelusion, I think it can be claimed that 
excellent results have been obtained in health 
work in the Province of Saskatchewan. Be- 
ginning in 1900 with one official and an appro- 
priation of $27,000 to cover expenditure in all 
departments of health work including aid to 
hospitals, the appropriation a year ago had been 
inereased in $540,000. In 1905, the six hospitals 
with their equipment were valued at $63,084.53. 
In 1924, the forty-three hospitals with their 
equipment have a valuation of $700,000. In 
1905, 1,078 patients received 21,369 days’ 
treatment. In 1924, 32,763 received 531,500 
days’ treatment. From a hospital bed capacity 
of about seventy-five in 1905, it has been in- 
creased in 1924, to 2,353, or one hospital bed for 
every three hundred of the population. For 
the treatment of tuberculosis, 700 beds are now 
available in Saskatchewan and between two 
and three million dollars has been spent in pro- 
viding up-to-date sanatoria. In the year 1912, 
one birth in every twenty took place in hos- 
pitals. In the year 1923, one birth in every six 
took place in hospitals. 

The report of the registrar-general of Great 
Britain, recently published, stated that the 
general death rate of Saskatchewan of 7.4 was 
the lowest of any portion of the British Empire. 
The Dominion Bureau of Statistics, comment- 
ing on the mortality rate of Saskatchewan, 
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stated that it was not only. the lowest of any 
of the provinces of Canada, but the lowest for 
any country in which vital statistics are avail- 
able. For these results credit is due to the 
splendid work done by the medical officers of 
health in the cities, towns and rural districts, 
as well as to the assistance received from the 
members of the medical profession. Last year 
I had the honour of being named by the federal 
government to represent Canada upon the 
interchange of health officials of the health see- 
tion of the League of Nations. There were 
twenty-four delegates, representing eighteen 
different countries. We met in Washington, 
spent four months in making a thorough survey 
of conditions in the United States, after which 
we went to Europe and spent a few months in 
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looking over health conditions there, having 
a final conference in Geneva. Time does not 
permit me to go into details regarding this trip. 
I must, however, say that from what I have 
seen on this side of the water and in Europe, 
it is not at all necessary to go outside of Can- 
ada to learn public health work. I do not 
think there is any better public health work 
being done in any country than that carried 
out in Canada at the present day. 


THE CHAIRMAN: I am sure we are all inter- 
ested in the address which we have heard from 
Dr. Seymour; it might be as well, however, be- 
fore any discussion takes place on his paper 
that we hear from Dr. Jost. The two addresses 
may then be discussed at the same time. I shall 
now call upon Dr. Jost. 


THE NOTIFICATION OF COMMUNICABLE DISEASE 


By A. C. Jost, M.D., C.M., D.P.H. 


Halifax 


The paper which I shall offer to the Con- 
ference will have at least the merit of brevity. 
Necessarily it was written from the point of view 
of the Province of Nova Scotia, 

‘‘No health department, federal or local, can 
effectively prevent or control a disease, with- 
out knowing when, where, or under what cir- 
cumstances cases are occurring.’’ This is the 
heading which for many years has stood at the 
top of the page commencing the reports on 
disease prevalence in the United States Weekly 
Public Health Reports. 

The Need.—The knowledge sought after is 
vital to any organization whose duty is the 
control of disease. It is essential for the local 
board or unit, whose duty is that of protect- 
ing the community against the individuals who 
may have been in actual contact with the infee- 
tion. Little less important is it for the larger 
—the provincial or state—organization, whose 
responsibility is in the larger area made up of 
a number of local sub-divisions. The informa- 
tion is vital that in one or more of the units 
making up the whole, a disease is present which 
must be prevented from gaining a foothold in 
the other units. And finally, since disease 
recognizes no political or state boundaries, 


since these are days of rapid travel and con- 
stant intercourse between states not nationally 
connected, it is most advisable that every coun- 
try be able to acquaint itself of the presence 
of disease in any country in its neighborhood. 
Each of these statements may be regarded as 
a truism, so far at least as infectious diseases 
are concerned, a truism which requires no 
elaboration or excuse. 

Furthermore, the motto outlines for us a 
synopsis of the information it is most desired 
to eollect. When has the disease occurred? 
Is the information being sent at a time when 
it is possible to institute measures to prevent 
its spread, or have already the seeds of con- 
tagion been scattered far and wide? Control 
necessitates the early and active commence- 
ment. of suitable protective measures. It must 
therefore be obtainable at the earliest date 
after recognition, if it is to be of value, for 
otherwise exposures may have been made, a 
short incubation period may have been passed, 
and already an outbreak have so far gained 
headway that speedy arrest or control is impos- 
sible. Exact information of the ‘‘when, where 
and under what conditions’’ the disease is oc- 
curring is therefore essential. 
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Difficulties of collection—lIt is doubtful if 
any health organization has yet devised a 
means of procuring the information it requires, 
in a way which is satisfactory to itself, or 
which justifies the opinion that the figures it 
presents are really representative of the health 
conditions of the community in which it is in- 
terested. One must admit that there are a 
certain number of cases of almost any infec- 
tious disease the recognition of which is an 
impossibility. There are mild or ambulant 
eases of all the infections, numbers of which at 
no time come under the notice of any control- 
ling agency. There are certain infections in 
which the almost universal procedure is to 
arrange for their care in the home, no physician 
being called except for the purpose of diagnosis 
of the initial case occurring in the home or in 
the community. While the disease preserves 
its usual characteristics and while society is 
constituted as it is, we see no way how this 
difficulty can be surmounted. But admitting 
that such cases will occur to prevent such ac- 
curacy as would delight the heart of a statis- 
tician, there are I believe few health authorities 
who have devised any scheme or who have suc- 
ceeded in so carrying out or perfecting any 
scheme devised by others that they will accept 
without a well marked degree of hesitancy the 
numerical data of disease prevalence, which 
may from time to time be secured. 

Methods.—In all the schemes for the collection 
of the information sought after there is a quite 
marked similarity of procedure. In order the 
better to secure the reports, in order to have 
more than one route by which the necessary 
information may pass, practically all regula- 
tions provide for the dual responsibility of both 
physician and householder, with respect to re- 
porting, once an infectious disease has been 
recognized. Furthermore, there is unanimity 
in making provision for the disease being re- 
corded, not to one individual or organization 
only, but to both the medical health officer, if 
such an officer exists, and to the local board 
of health. The report, once received by the 
medical health officer, takes the well marked 
route, and is sent by him to the central 
authority for noting and tabulation. There is 
also practical unanimity in the provision that, 
after the occurrence in the household of the 
initial ease, each separate or additional case, 
ealls for the same procedure. All regula- 
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tions, however, do not set the same time limit 
in which disease must be reported. With re- 
spect to our own law for instance; for some 
diseases a time limit of twenty-four hours has 
been set; in others a longer period is per- 
missible 

These provisions apply to the reporting of 
the disease at its initial onset. In order to be 
assured that no cases have been missed by this 
procedure, an endeavour may be made to pro- 
cure information from different sources, as far 
example from the death reports. The medical 
health officer or the physician in attendance 
is then requested to examine his records, for 
the purpose of ascertaining whether the neces- 
sary reporting had been carried out in these 
particular cases. This procedure is the one 
on which most reliance is placed in the State of 
New York. Such then are the various steps 
of the process, advised and followed out in 
practically all instances. They are simple, 
checked whenever possible, and provision is 
made by passage along an alternate route if 
for one reason or another one has not fune- 
tioned. 

Nova Scotia’s experience.—While it may be 
asserted that some progress has been achieved 
towards accuracy in the years which have 
elapsed since the attempt was first made to 
collect data, this province cannot be said to 
have progressed as far towards a satisfactory 
result as have others of the Dominion. It is 
somewhat difficult to determine how far short 
we are falling. If we take the number of 
deaths caused by certain of the notifiable dis- 
eases in the course of the year, a computation 
may be made showing approximately the total 
number of cases which have been present if 
the ordinary fatality rate occurred. An at- 
tempt has been made along this line and the 
results are herewith presented for the year 
1922-1923. (See Table Page 280). 

The results are, it must be admitted, peri- 
lously of the nature of guesses, but they indi- 
cate, in some of the diseases at least, how far 
we are from getting the reports we should have. 
Apparently, and this is something which is 
quite commonly conceded to be the case, the 
presence of diphtheria is made known to the 
medical health officer and by him to the de- 
partment, with a very commendable degree of 
accuracy. Possibly the same may be said of 
scarlet fever, since the wide range observable 
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Probable 
number 
of cases 


Cases 
reported 


Average 
Percentage 
Mortality 


Disease 





Diphtheria... .. 

Cerebro-spinal 
Meningitis. ... 

Pneumonia, all 


16% 187 


25% 50 17 
10% 
1% 

2 to 8% 


8,000 
4,900 
150-700 


344 
1,570 
Scarlet Fever... 461 
Tuberculosis, all 
14% 
10% 


4,500 
200 


347 
Typhoid Fever. . 113 
Whooping 


1% 6,000 716 








in the fatality rate may be sufficient to explain 
the discrepancy. We ought to have as great 
accuracy in respect to typhoid fever, but 
whether we have it or not, cannot be stated. 
But there is such a difference in respect of the 
other diseases between the number of cases 
reported and the number we believe to have 
been present that the conclusion is obvious that 
but a small percentage of the cases are re- 
ported to the department. 

Is more accurate reporting possible?—The 
question may be asked, if some diseases are 
being reported with a fair degree of accuracy, 
why are not all? Is the pressure of public 
opinion in some diseases more urgent, than in 
others, and will not permit laxity, or is it that 
the natural dread inspired by some diseases 
demands their being brought into the limelight? 
Should any disease be protected by giving it 
the shelter of professional inertia or secrecy, 
and permitted to continue its ravages? The 
medical profession should lead, not follow public 
opinion in this respect. 

The payment of fees——Shall a fee be asked 
for in connection with the collection of reports? 
In favour of it are those whose opinion is that 
there are now too many demands made on a 
physician for which little compensation is pro- 
vided. If the public are to benefit it is but fair 
that the information, being valuable, should 
be paid for, at least to the extent of reim- 
bursing the physician the amount of his outlay. 
But has the physician no responsibility as a 
member of his community, or of society as a 
whole? In Utah the protection of the state 
may be withdrawn and the practitioner’s name 
be removed from among those eligible to prac- 
tise in the state, if reports of notifiable diseases 


are not communicated to the proper authorities. 
So here at least is one community which is 
disposed to question the assumption that there 
is not a community responsibility from which 
a physician may not escape. 

Results obtained from reporting on payment 
basis—Has the payment of a fee been produc- 
tive of more accurate returns? This is very 
questionable. There are countries where this 
system is in vogue and apparently meets with 
favour. There are others where payment is 
provided for, and presumably the fees collected 
in some cases, but these countries by no means 
favourably impress one as being among those 
whose records are of value. There is at least 
one country where for years provision for the 
fee has been on the statute books, but where 
within the past five years no instance of its 
collection has been known. In the state last 
referred to, the health authorities attach no sig- 
nificance to this provision, but are apparently 
satisfied with the results obtained, to all intents 
on a purely voluntary basis. Only one conclu- 


sion seems possible, that success in the collec- 
tion of the statistics does not depend wholly 


on the provision or otherwise of a fee. 

Who shall pay the fee?—And who shall pay 
the fee, if a fee is to be charged? Is it to be 
a provincial or a municipal responsibility? Has 
any organization of medical men sufficient in- 
fluence with their provincial governments to 
induce them to accept the expenditure? If not 
with the provincial organization, can they in- 
fluence the municipal authorities? Of all the 
ways in which the small amount of money 
which it is possible to obtain for health pur- 
poses can be spent, does this method of spend- 
ing it offer the prospect of the most satisfac- 
tory returns? In the province of Nova Scotia 
the health act specifically states that certain 
diseases must be reported. Can it be represented 
to the government or to the municipality that 
the legislation now on the statute books has 
been unfair in its demands on the medical pro- 
fession and that the profession has thereby suf- 
fered. Remember that it is the medical profes- 
sion as a whole on whom the burden of estab- 
lishing proof of this must fall. No matter how 
anxious a health department may be to bring 
about a change it must have the support of the 
whole profession behind it, if these demands for 
payment are to meet with a favourable result. 

-The present urgency.—This matter is being 





JOST: NOTIFICATION OF 


brought before you because about this time it 
is forcing itself on the attention of all the pro- 
vincial health departments. The nearly nation- 
al status which the Dominion now has as a sig- 
natory participant in the League of Nations 
compact has brought added duties and respon- 
sibilities. One of these is that Canadian statis- 
tics regarding the occurrence of disease shall 
be prepared aud forwarded for publication with 
those of the other signatory powers. A duty 
has thus been imposed on the Dominion Health 
Department or the census bureau which these 
departments unaided cannot perform. Only 
through the assistanee they are given by the 
provincial departments can the scheme be ear- 
ried out, or can the results obtained be other 
than a commentary on lack of provineial organ- 
ization or support. It cannot be considered 
that this article fully covers the ground. If it 
has had the effect of bringing this important 
matter before you it will have served its 
purpose. 


THE CHAIRMAN: The papers which we have 


had from Drs. Seymour and Jost are now open 
for discussion, and I am sure the meeting will be 


pleased to hear from any gentleman who wishes 
to discuss any aspect of either of them. 


Dr. H. W. Hitt (London, Ontario): Dr. Seymour 
spoke of a minister and a deputy minister of health and 
he also referred to a commissioner. Perhaps it would 
be well if he would explain the respective functions of 
these various officers. I do not know whether I am right 
in concluding that the health department of the Province 
of Saskatchewan administers certain hospitals. If that 
is the case, I might ask Dr. Seymour to what extent the 
department is engaged in this work. To my mind a 
fundamental distinction between the practising medical 
profession and health officers is the fact that the latter 
are supposed not to do any therapeutics. With regard 
to the excellent paper which we have had from Dr. Jost 
concerning the reporting of communicable diseases, it 
seems to me that men who are engaged in public health 
affairs should realize that it is unfair to charge the 
physician who does not report all cases that occur in 
his practise with the responsibility of neglect. It must 
also be borne in mind that the physician fails to have 
cognizance of an enormous number of cases, and we 
will never properly control our communicable diseases 
so long as health departments depend entirely upon the 
reporting of cases by physicians. I am sure that physi- 
cians do not see 40 per cent of the total number; and we 
attempt too often to control the spread of. these com- 
municable diseases on this 40 per cent basis. This of 
course is impossible. Our board has made an intensive 
investigation in the city of London in connection with 
8,000 school children and the figures disclose an as- 
tounding state of affairs in comparison with the records 
of the health department. These latter did not begin to 
touch the actual numbers of communicable diseases that 
was found to exist. When we remember that 74 per 
cent of the population who die between the ages of one 
ond thirty-nine succumb to infectious diseases of one 
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trolling communicable diseases is one in regard to which 
boards of health have so far merely scratched the sur- 
face. This is true also of medicine; 60 to 70 per cent 
of the population require medical attention but of this 
number only some 20 per cent receive it. The possi- 
bilities of our science have not yet been exploited, either 
from the therapeutic or the public health standpoint. 
For myself I am convinced that until boards of health 
discover cases of infection and report back what it finds 
we shall never get anywhere; certainly I do not think 
that progress will be made merely by trusting to what 
the members of the medical profession may report to us, 
no matter how conscientiously they may do so. 

Dr. J. W. S. McCuLtoucH (Toronto): The ques- 
tion of reporting communicable diseases is one that is 
constantly coming up and in my opinion the duty which 
devolves on the medical profession in connection with 
the reporting of these diseases is a proper one to which 
they should respond. On the other hand, however, see- 
ing that the measure is something which is intended to 
benefit the general public, I think it is only fair that 
the public should be expected to pay for the service 
they receive. In England the physician is paid 2s. 6d. 
for reporting communicable cases, and this system has 
worked well there. I think the point has been well 
taken by Dr. Hill, that even if some enactment had the 
effect of increasing the number of reports made by 
physicians there would still be a large proportion of 
communicable diseases in Canada which would remain 
unreported, inasmuch as a considerable percentage of 
these cases are not attended by doctors. This I think 
will be admitted readily enough. If we could improve 
the situation to the extent of having the physicians re- 
port all cases with which they have anything to do, so 
much would be gained. It is important that reports of 
every, case of communicable disease should be given to 
the health authorities, for only by knowing of the ex- 
istence of tuberculosis, for example, can the problem in 
relation to that disease be adequately dealt with. I am 
also strongly of the opinion that physicians should be 
paid for these reports, and consider that the local unit 
of government and not the central government should be 
held liable in this regard. 


Dr. H. L. Youne (Victoria, B.C.) : We came here— 
at least I did—fully expecting there would be a dis- 
cussion of the relationship of health authorities to the 
medical profession and the public. Speaking as a health 
officer, I think there is a feeling of hostility on the 
part of the medical profession towards the health authori- 
ties, but I want to qualify that statement at once to 
the extent of expressing my agreement with Dr. Amyot 
who yesterday said that the opposition came from a 
clamorous minority and not from the profession as a 
whole. People are demanding more and more that some- 
thing shall be done in regard to those diseases that can 
be controlled and they are appealing to the profession 
to whom they have been accustomed to look for guidance 
in emergency. They are determined that the govern- 
ment shall give them such protection for themselves and 
their families as they feel that they may properly demand. 
The public consciousness is becoming alive not only to 
its rights but to its power, and it is for the profession 
to see to it that nothing shall be done which) will en- 
danger its own interests. The government looks also 
at these questions not only from the humanitarian but 
from the economic point of view. Let us not forget that. 
If we consult the budgets of the different provinces over 
a period of years, we shall find that in the last ten years 
the amount voted for charities and hospitals for main- 
tenance alone has more than doubled. In British 
Columbia during the last ten years we have doubled our 
expenditure; we are spending this year upwards of $1,- 
500,000 for the maintenance of our institutions. This 
does not include very large expenditure in the way of 
capital charges. Governments are becoming alarmed and 


kind or another, we can realize that the problem of con- are determined to see that disease shall be controlled as 
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far as possible in order that the taxpayer may be re- , 


lieved of the burden which they are at present bearing 
for the upkeep of these institutions. The hospitals are 
obliged to carry an accommodation for 30 per cent more 
than they should have to take care of. Proper pre- 
ventive measures are being demanded by the people, and 
governments are supporting this demand. We have now 
reached the stage where preventive methods are encroach- 
ing on curative methods, and if the medical profession 
does not take proper steps to meet this situation they 
may find the people demanding something which they 
do not understand, which has not been thoroughly worked 
out, and which will end detrimentally to the profession 
itself. At present the public have enormous organiza- 
tions—this is especially so in the United States—which 
are reaching out and extending their energies, and they 
are demanding more and more that proper measures be 
adopted to safeguard the health of the people. There 
are a great many fanatics who expect to cure all the 
ills of the world by means of legislation. We have these 
people on the one hand. On the other hand, we have 
in the profession the ultra-conservative element who are 
content to go along following the traditions of the past, 
giving their services freely wherever they can, but ac- 
complishing little in the way of prevention. Between 
these two extremes the public health authorities are 
rapidly having to assume a position of control, restrain- 
ing the one and trying to stimulate the other. 

Now, in years gone by we have been wont to look 
upon the sick person as an individual who had been 
visited by Providence and who might look after him- 
self if he was able to pay, but who, in any case, was 
usually taken care of by the profession. Since the war 
we have been gradually coming to the view that the in- 
dividual must be considered from a different standpoint: 
He is not to be regarded merely as an individual but 
rather as a member of the community, and his case must 
be treated from the point of view of the public welfare. 
The profession, recognizing that governments respect it 
and are asking for its advice, will do well to come 
forward and take the initiative in this forward move- 
ment with a view to advancing in the most practical 
way the general welfare of the public. In British Col- 
umbia we have tried to provide some measure of co- 
operation, and in regard to this Dr. MacDermot will 
have something to say. The public health officers, let 
me say, are not the originators of the present forward 
movement; it is due to the awakening consciousness of 
the public, and it is a mistake for the profession to 
assume any attitude of antagonism to the health authori- 
ties. 


THE CHAIRMAN: 


The present Conference affords a 
splendid opportunity for experts to get together, and 
the subjects which are being discussed this morning are 
undoubtedly of sufficient interest to elicit further dis- 


cussion. I will call upon Dr. Laidlaw of Edmonton, who 
no doubt has something of interest to contribute to the 
subject. 

Dr. A. W. LarpLAw (Edmonton, Alberta): There 
is no question as to the need of these reports being made 
by physicians; such a need is I think apparent to all. The 
experience of the Province of Alberta, based on morbidity 
and mortality statistics is somewhat similar to that of 
Nova Scotia. Diseases of any severe type are well re- 
ported; practically all cases of smallpox for example 
are notified. The people themselves have a dread of 
smallpox and they will report, and see that their neigh- 
bours report occurrence of every case. In regard to the 
milder diseases however no reports come from the country 
districts. In the municipalities and: cities. where there 
are full time officers and an organized staff we get 
fairly complete reports, but in a province like Alberta, 
where the municipal unit comprises some nine townships 
of eighteen square miles, where there is not the means 
of providing an organized staff, or a medical officer, we 
are not getting the reports that we should. We get 
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no reports from the small municipalities except where 
the disease is severe, and often we get such reports after 
the damage is done. The solution lies in grouping to- 
gether all these small municipalities into one unit large 
enough in population to pay a full time staff. Dr. 
McCullough will I think bring that question up later. 
Our population in that province is I think about 600,- 
000. The forms for reporting these diseases should I 
think be concise and simple, and the Department of 
Public Health through the local boards should be charged 
with the onus of following up and getting the informa- 
tion from the physicians. In Maryland there is a fol- 
low-up system, a form being sent every week to physi- 
cians on which they state the number of diseases that 
have occurred of which they have cognizance. This 
system I believe is proving valuable. As regards the 
question of fees, I agree it is the duty of the provincial 
or local boards to pay for the reports which the doctors 
send in. In the last analysis we can get no reports 
unless we are assured of the hearty co-operation of the 
medical profession, and it does seem to me that the 
boards should pay for these reports. 


Dr. G. G. MELviIn (Fredericton, N.B.): I should 
like to make just a few remarks touching Dr. Jost’s 
paper. No doubt members of Conference will under- 
stand that we in New Brunswick are late comers in the 
field of public health, having passed the present Health 
Act only in 1918. In the Province of New Brunswick 
we do not place the whole burden of reporting com- 
municable diseases on the medical man. True, we do 
place upon the medicat’ man the responsibility of re- 
porting communicable diseases whenever it is possible 
for him to do so, in other words, in all those cases in 
which his attendance is required. I hardly think that 
anyone would be so unreasonable as to suppose that the 
responsibility of reporting a case of communicable dis- 
ease should be placed upon a physician in which he is 
not interested and in regard to which he has no exact 
knowledge. In New Brunswick, however, we put upon 
the lay population some share of responsibility; we 
place upon the householder the burden of reporting what 
he suspects to be a case of communicable disease when 
any such occurs in his household. Every householder 
who suspects that a case of a disease in his house is of 
a communicable nature is expected to report it to the 
local health authority, and it then becomes the bounden 
duty of that authority—and there is one such authority 
in each county—to transmit the information to the cen- 
tral departmental authority. The matter is then in- 
vestigated, and in New Brunswick we are generally able 
to investigate cases of supposed contagious disease 
through our own officers. We have adopted in New 
Brunswick the principle of all time medical officers, and 
I may say that this is by no means a dead letter. 
Scarcely a week passes without some investigation taking 
place of cases of suspected communicable disease to 
which no doctor had been called. Some of these upon 
investigation have proved negative. Others have been 
positive and we have been able by prompt measures to 
check what might apparently have been the beginning 
of an epidemic. We are placing upon the lay population 
themselves as well as on the medical profession the 
responsibility of reporting communicable diseases; we 
expect the householder to report such cases as he sus- 
pects himself. We do not of course hold him responsi- 
ble if, acting upon a suspicion which afterwards proves 
to be ill-founded, we find that the disease which he 
thought to exist does not really exist at all. We cannot 
blame him for a false diagnosis, but we expect him to 
report whenever he has reasonable grounds on which to 
base a suspicion. The population of New Brunswick, I 
may say for the information of gentlemen who may de- 
sire to know, is about 400,000. 

Dr. H. W. McGitt (Calgary, Alberta): I desire to 


say a word in behalf of the man in private practice. I 
am afraid the private practitioner has been put in a 
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false position this morning, and Dr. Young, I have no 
doubt quite unintentionally, helped to do that. I do 
not think there is a clamorous minority among the pro- 
fession opposed to public health matters. The duty of 
the state is clearly defined, and Dr. Hill a moment ago 
referred to the responsibilities which should fall respec- 
tively to the country and to the individual. The field 
of prevention is one of the duties that appertain to the 
state, but how far the public health bodies and the state 


should go in adopting remedial measures is a question’ 


which is giving the profession some thought. Public 
child welfare movements, public health units, and so 
forth, are ideal, and good in their way, but to what 
extent should they adopt remedial measures? In the 
case of infectious diseases such might be desirable, for 
certainly preventive health measures form part of the 
scope of the state. I would refer particularly to one 
such measure, which I regard as one of the most efficient 
of the preventive means which we have adopted. I mean 
vaccination. In many parts of the country vaccination 
is more or less neglected, and in my opinion this matter 
demands greater attention on the part of public health 
bodies. I rose, Mr. Chairman, mainly for the purpose 
of putting myself on record that I do not think private 
practitioners are opposed to measures of public health. 

Dr. GeorGE YouNG (Toronto): The thought oc- 
curred to me, Mr. Chairman, that possibly there was a 
danger of paternalism in the public being treated as 
children, without any~sense of responsibility on their 
part to thé-state.~ It seems to me that governments do 
not pay enough attention to the education of the indi- 
vidual. regarding his duties to the state, and in my 
opinion the regulations in the Province of New Brunswick 
have a good deal to be said in their favour. 

Dr. R. E. WopdEHOUSE (Ottawa): In Manchester 
the wage earner is reimbursed, for any loss suffered as a 


result of quarantine and it is claimed that satisfactory 


results are obtained through this system. The 
authorities get to know of cases of infection, inas- 
much as the householder has no fear of reporting the 
disease; he knows that he will not suffer any financial 
loss. Where this is not done there is naturally a reluc- 
tance on the part of people to report infectious dis- 
eases. We must have the co-operation of the people 
in the reporting of such diseases. In Los Angeles, 
in the case of the plague, those who are affected 
hesitate to report. 


THe CHamrRMAN: If there is no further dis- 
cussion, Dr. Jost and Dr. Seymour will close 
the discussion. 


Dr. Jost: Referring to Dr. Hill’s comment, I have 
no doubt whatever that he is perfectly right; a great 
deal of the responsibility rests with the householder; 
that I think is practically universally recognized in 
all health organizations. Not only is the physician 
supposed to report any case with which he is dealing, 
but the householder as well is expected to play his 
part. I drew attention in my paper to the fact that 
there were several channels through which this infor- 
mation might eventually pass on its way to the central 
authority. A difficulty which we have had to contend 
against is that in cases in which we do not get any 
report from the doctor how can we in reason take 
the matter up with the householder? Undoubtedly 
a great many of the profession assist us in every way 
they possibly can; we have proof of this in our own 
experience in the Province of Nova Scotia. Unfor- 
tunately, there are many cases that are not reported, 
and if the doctors do not report an infectious case it 
is impossible to do anything with the householder. 
My paper dealt with the pros and cons, the various 
arguments for and against, the practice, and I men- 
tioned the fact of pay. I referred to one state in 
which, although there was provision for pay the phy- 
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sicians never requested it. Our own experience in 
Canada is not favourable to the plan of payment for 
reports. Some years ago in British Columbia a fee 
of one dollar was offered for a report on every case 
of tuberculosis, but I think Dr. Young will bear me 
out in the statement that the results were not very 
satisfactory. Even after that offer was made there 
was no increase in number or character of the reports. 
The same thing has been true in the American union 
where some states adopted the practice of paying a 
fee and eventually struck the provision off the statute 
books. So far as the question of a fee is concerned 
my own opinion has not crystallized. I am doubtful 
whether by offering a fee, better results can be ob- 
tained. 

Dr. Seymour: Replying to a question asked by 
Dr. Hill regarding the respective positions of Minister 
of Health and Commissioner, I may say that by the 
enactment of certain amendments to the Public Health 
Act in 1923 the‘position of commissioner was done 
away with and in its place, provision was made for 
a minister of health. There are no hospitals in Sas- 
katchewan administered by the government. A grant 
of fifty cents per day is made to hospitals for both pay 
and non-pay patients and one dollar a day is paid to 
the sanatoria for tuberculous cases. The department 
of health takes a special interest in hospitals and pro- 
vides regulations regarding them for the reason that 
the administration of the Hospitals Act comes under 
the supervision of the minister of public health; and 
when the question of providing aid for hospitals was 
under consideration, and the sum of $320,000 was asked 
for in that province, some of the members of the 
legislative assembly wanted to know what was being 
done with a view to ensuring that the money was spent 
to the best advantage. The minister replied that the 
amounts were carefully checked and that every effort 
was made to see that the best possible treatment was 
given patients. The department of health is trying 
to make good that statement, and the regulations pro- 
vide that the best possible work shall be done in the 
hospitals and the necessary facilities afforded. The 
clinies are for inspection and diagnostic purposes only; 
no treatment is made in connection with any of the 
clinies. The nurses are distinctly instructed that their 
work is merely that of inspection and that examin- 
ations should be made by medical men alone. We try 
to differentiate between these two. 

With respect to the reporting of cases of infec- 
tious disease, I am in accord with remarks made by 
Dr. McCullough, that the profession should not be 
asked to do this extra work without remuneration. 
The onus of reporting is placed on the householder in 
practically all health acts of the province. That, 
however, does not amount to anything; the householder 
does not report and no effort.is made to make it com- 
pulsory. It is a mistake to assume, as I think some 
may assume, that Dr. Hill is in favour of house- 
holders reporting. We have done away with terminal 
disinfection; we rely more on bedside disinfection. 
I believe that public health education carried on by 
men like Dr. Amyot and Dr. Hill in Canada has done 
an immense amount of good, and we are trying to 
have our health regulations based on the definite in- 
formation they supply us. I may observe that we do 
not quarantine now for smallpox. The patient is 
isolated and if any objection is raised to vaccination 
we keep him isolated long enough to ensure the public 
safety, or until the other members of the family see 
the wisdom of being vaccinated. I think it is unfair 
to lock up a whole family because of the illness of 
one member. This year we supplied anti-toxin free 
and a sufficient quantity of material to deal with 
40,000 cases of different kinds, while sufficient small- 
pox vaccine was provided for 20,000 persons. There 
is a large amount of trachoma in the Province of’ 
Saskatchewan and we have provided the service of 
nurses to care for these cases under the direct super- 
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vision of a local medical attendant. By employing 
full time nurses for trachoma we have secured good 
results. In conclusion, I may say that the Department 
of Health does not do any therapeutic work. 

THE CHAIRMAN: I have now pleasure in call- 
ing upon Dr. McCullough to address the Con- 
ference. 

Dr. Joun W. 8S. McCuLLouGH, M.D., D.P.H., (Chief 
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Officer of Health, Toronto): Before I begin the dis 
cussion of the subject on which I have undertaken to 
address the Conference, I beg to be allowed to con- 
gratulate the executive committee on the success that 
has so far attended this gathering. It is a rare oppor 
tunity to public health men to be able to meet and 
discuss such problems as have so far come before this 
Conference, agd I am sure that the committee having 
this matter in charge have discharged their duties well 
and to the satisfaction of all who are present. 


THE GREATEST PUBLIC HEALTH NEED OF CANADA 


JoHN W. S. McCuu.Loven, M.D., D.P.H. 


Chief Officer of Health for Ontario 


The most pressing public health need in Can- 
ada to-day, in my opinion, is the establish- 
ment at the earliest possible date of some system 
of full-time local health organization. Most of 
the provinces have excellent government organ- 
izations, supported, as a rule by active voluntary 
associations, but in the municipalities, particu- 
larly in the rural areas and small towns, the 
machinery for carrying on public health work is 
not as effective as one would desire. A study of 
the municipal health organizations of the United 
States, Great Britain and Canada shows that 
outside of the large cities, there is no completely 
satisfactory organization for carrying on public 
health work in an efficient and economical way. 
The part-time health officer in these countries 
with some notable exceptions, has proved a fail- 
ure as might be expected. The business in life 
of the practising physician is the practice of 
his profession. The work of the part-time medi- 
cal officer of health necessarily interferes with, 
and injures the professional work of the prac- 
tising physician, and consequently both suffer. 

The experience of two small cities in Ontario 
close together, each with a population of about 
30,000, makes an interesting story. The people 
in each of these cities are of much the same 
character. Both of these cities are largely indus- 
trial, and are smart, up-to-date places, from a 
business point of view. The assessed values and 
the debenture debts are much the same. The 
one has had agfull-time health organization for 
about five yéars. This city has pasteurized milk, 
medical inspection of schools, ante-natal clinics, 
tuberculosis clinics, and public health nurses, 
and spends on public health work upwards of 
$20,000 a year. The latter has always had a 


part-time medical officer of health. There, loose 
milk is sold, there are no clinies, no real medical 
inspection, and no publie nurses. The public 
health expenditure is $6,500. But in the former 
the infant mortality rate has dropped in five 
years from 101 per 1,000 births to thirty-eight ; 
in the latter, this rate has actually increased in 
late years and is now seventy-one per 1,000 
births. 

In the case of tuberculosis, most of the pro- 
vinees of Canada show a remarkable decrease 
in mortality in the last twenty years, but the 
public expense in the care of existing cases 
shows that a great deal requires to be done to 
lessen the financial burden in this regard. For 
example, let me point out that in Ontario, the 
institutional care of some 3,000 tuberculous 
eases last year cost the provincial government 
$315,290.00. This represents about one-third of 
the actual cost of maintenance of these cases, 
and takes no account of interest on investment, 
nor cost of administration. In addition, the 
last report of the Mothers’ Allowances Board 
(1923) shows that there was paid in allowances 
on account of tuberculosis $214,578. This sum 
is 13 per cent of all disbursements made by that 
body. Thus it will be seen that the large sum of 
about one and a half millions of dollars is spent 
by the public of Ontario on the care of the indi- 
gent tuberculous. This bill will gradually in- 
crease from year to year unless means are pro- 
vided whereby the infection may be controlled. 

The cardinal principle in the control of tuber- 
culosis is the discovery and treatment of early 
eases and the segregation of advanced ones. 
This is a task beyond the power of any provincial 
government, and must, to be effective and 
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economical, be the duty of competent local 
authority. The part-time system provides no 
satisfactory solution of this or indeed of any, 
publie health problem. 

On the other hand the experience of full-time 
health organizations shows that under such con- 
trol, public health work is advanced in a remark- 
ably degree. Public utilities such as pure water, 
clean milk, sewage disposal, satisfactory disposal 
of waste and garbage are soon provided; 
the infant mortality and the death rate in tuber- 
culosis and typhoid fever are rapidly dimin- 
ished; inspection of school children is satisfac- 
torily carried on, and the entire community 
under such control, benefits to a large degree 
both physically and financially. In provinces 
where the rural areas are divided into small 
municipalities like townships, and in the small 
towns, such units are financially unable to bear 
the burden of a full-time health service. Under 


such circumstances the logical course is to con- 
solidate a number of such units for public health 
work; taking for this purpose the county or part 
of a county with its small urban municipalities. 
This is exactly what is being done in Great 


Britain and in the United States. In England 
the consolidated communities are called ‘‘com- 
bined areas.’’ In the United states the county 
is the usual unit. In the former country consid- 
erable advance has been made in this direction, 
and in the United States, the number of coun- 
ties organized in this manner has increased 
from four in 1914 to over 260. 

As an example of the value of a full time 
health organization it is of interest to point out 
that the advance report of the results of the 
work of the Massachusetts Health Commission 
in Halifax, Nova Scotia, shows that the death 
rate of that city has dropped in five years from 
20.1 per thousand in 1919 to 11.1 per thousand 
in 1923 and that the work of the Commission 
has resulted in the saving of 550 baby lives and 
1,700 adult lives in the five year period. 

There was a smallpox outbreak in the Essex 
Border Cities last winter which was confined to 
this area, and only sixty-seven cases were re- 
ported. You may form some opinion as to the 
nature of the outbreak when I say that of the 
sixty-seven cases thirty-two died, and of the 
latter none had ever been vaccinated. While 
on the subject of small-pox I should like to 


emphasize the great value of vaccination in this 
particular instance. On the occasion of which 
I speak the medical men and the population of 
the particular city concerned got together ; about 
98 per cent of the population were vaccinated 
in two or three weeks and the result was that the 
total cases were but sixty-seven. This could not 
have been accomplished if the seven municipal- 
ities combined had each a part-time officer. 

Reference has been made to the question how 
far remedial measures should extend on the part 
of a department of health. In my opinion the 
department of health should confine its attention 
to communicable diseases, while the treatment 
of all other diseases should be in the hands of 
practising physicians. 

More is necessary for the successful operation 
of a county or combined area scheme than a 
full-time: properly qualified medical officer, al- 
though this attainment is a long step in advance. 
There must be a satisfactory budget for expenses 
so that public health nurses may be employed 
in the follow-up work of medical inspection of 
schools and general community service. Sani- 
tary inspectors are needed for the supervision 
of milk supplies and other purposes; clerical 
assistance is also necessary. The basis for the 
determination of a budget is usually placed at 
seventy-one cents per head of population. In 
order that the county or ‘‘combined area’’ may 
be assured of the proper qualifications of the 
medical officer of health, the central authority 
should contribute towards his salary and make 
the qualifications of the medical officer of health 
a condition of such contribution and further 
some security of tenure in his office should be 
guaranteed. In England the Ministry of Health 
pays one-half the salary of full-time medical 
officers of health. 

There is little hope of any but the larger 
cities voluntarily adopting a plan of this kind. 
Where the scheme of municipal health organ- 
ization is in operation, as it is in Ontario, the 
local authorities in most places are apparently 
satisfied with it for the reason that they know of 
nothing better. They regard the quarantine of 
communicable disease the beginning and end of 
the duties of the medical officer of health. The 
only way to instruct local goverments in the value 
of a competent health organization is by practical 
demonstration extending over a period of three 
or five years in suitable counties or combined 
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areas. Ordinarily such demonstrations for a 
chiefly rural area will cost $10,000 a year. The 
funds might be secured from the joint contri- 
bution of central government, local area and 
perhaps some private source. There is nothing 
like the successful demonstration of the value of 
work of the kind to convince the public of its 
value. 

Whether or not these remarks apply with 
equal force to provinces other than Ontario, 
other members of this Conference will be more 
competent to say, but there is no doubt that in 
respect to my own province, the weakest spot 
in our public health organization is the part- 
time plan, and our greatest need is, to have that 
plan replaced by a full-time service. The matter 
is brought to the attention of this Conference 
for the reason that in the inauguration of such 
a plan, enabling legislation is required to con- 
solidate municipal units into county or combined 
areas for public health purposes. This being 
done, public opinion and the assistance of the 
medical profession are necessary in its success- 
ful operation. 

It is hoped therefore, that the Conference will 


fully discuss this question, and if the subject 
meets with the approval of the members that 
they will give it their approval and valued 
assistance. 


Dr. J. G. FITZGERALD (Toronto): This interesting 
and significant contribution does not inaugurate any 
fundamentally new principle, nor does it propose any- 
thing radical. For over eighty years local medical 
officers of health and health authorities have been co- 
operating in the larger communities. The first full time 
local authority was appointed eighty years ago, and 
since then there has been a rapid extension, so that the 
application of this principle is now general throughout 
the world. It was in Liverpool that this radical move- 
ment was inaugurated, and now in all countries it is 
regarded as essential and is accepted as a matter of 
course. What Dr. McCullough in essence advocates is 
its extension to less populous and smaller communities, 
either in the shape of countries or in the form of com- 
bined areas. The extension of the principle has taken 
two forms; in the United Kingdom there is what is 
known as the combined area while in the United States 
the country is divided for this purpose into counties. 
It was in 1908 in Jefferson County, Kentucky, that a 
full-time service was inaugurated and last year in the 
United States there were 230 such county services. That 
gives an idea of the rapid extension of the movement 
there. Since 1911, under the direction of the Minister 
of Health, of the Scottish Board of Health, and of the 
Health Department of Northern Ireland, there has been 
a similar extension of the movement in the British Isles. 
The most important consideration, and the one to which 
I would especially direct the attention of the Conference, 
is the question of ways and means. There are many 
other important aspects of the problem, and while I do 
not think we should consider the question of policy as 
to what the department should undertake, it does seem 


- estimate it. 
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to me that the matter of ways and means is of vital 
importance. Dr. McCullough intimated at the close of 
his address that in some countries the central authority 
contributed a considerable part of the cost of main- 
tenance. That is true in the United Kingdom; there the 
local authority contributes a small proportion of the 
cost while the contributing of the central authority is 
substantial. In the United States the federal service, 
the state health department and the local county each 
contribute, in addition to what is received from the 
Rockefeller Foundation, which is the successor to the 
Rockefeller Sanitary Commission. In 1923 through the 
co-operative support of this one voluntary agency alone 
there was contributed the sum of $216,000 in twenty-two 
states. Three other countries besides the United States 
benefitted from that institution, Canada being one of 
the three. The Province of New Brunswick was assisted 
to some extent. It is interesting to know that in the 
new countries of Europe, in Jugo-Slavia and in Czecho- 
Slovakia, this method is spreading; these countries are 
now being aided by more than one body. The same is 
true in South America, notably in Brazil. The question 
of ways and means is a very important aspect of the 
subject, and until there is some definite assurance that 
there will be adequate financial support to warrant 
the inauguration and to ensure the proper maintenance 
of this work, we cannot hope for the best results. There 
is a conspicuously successful example in the Kissex Border 
Municipalities; in my humble opinion the work there 
has been extraordinarily successful. 

Dr. MELVIN: I shall offer just a few observations 
upon Dr. McCullough’s interesting paper. While I am 
in agreement with Dr. McCullough as to the superiority 
of the system of all time medical health officers, at 
the same time one or two reservations should be made. 
The all time medical health officer is certainly the 
ideal condition; a trained all time medical officer is of 
considerable advantage. And by ‘‘trained’’ I mean 
a man who is educated in the science and art of public 
health work. But in the Province of New Brunswick 
we have found that all time medical health officers are not 
easily obtained; and by reason of the necessity of 
paying an adequate salary to an all time man we have 
been able to secure few such officials. That is the 
only fly in the ointment. If we had financial aid 
enough to increase the pay by 50 per cent there would 
be no serious obstacle in the way of having all time 
medical officers in New Brunswick, but owing to finan- 
cial restrictions we have too few medical health officers 
for the size of the districts which they are supposed 
to take care of. We have three officers, each of whom 
has a territory of about six thousand square miles 
to cover, that is to say, three or four counties. I 
must say on behalf of these men that their work is 
a great success; their duties are efficiently discharged 
and they are performing a great service to the com- 
munity. They are indeed the corner-stone of our 
health system, and they are by far the most important 
officers we have on our staff. The point I want to 
emphasize is this; in public health promptness is 
everything—promptness in responding to complaints 
of every kind in which contagious diseases appear. 
Other things being equal, the more promptly a com- 
plaint is responded to the more efficient will be the 
administration of public health. Indeed, promptness 
is of such importance that it is hard for one to over- 
The only point in favour of part time 
officers is the relatively greater number of these 
officers who may be obtained with the funds at our dis- 
posal and a consequent added promptness with which 
complaints may be taken up. On the other hand, how- 
ever, part time medical officers are almost of necessity 
untrained men, inasmuch as you cannot expect to 
get a man skilled in public health to undertake this 
work on such a basis. You cannot expect a man to 
go to the expense of properly fitting himself for the 
discharge of the duties involved in public health 
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administration if you can pay him only $500 or even 
$1,000 a year; part time medical men are almost 
necessarily untrained, and this of course is a disad- 
vantage. However, I do not want to be misunderstood. 
In my opinion medical health officers should be not 
only trained men but all time men as well. We have 
a system of public school inspection in which we have 
school inspectors who partly make up for the paucity 
of the district medical officers. They are all time men, 
and in addition to that they have had the benefit of 
a short course—the only instance in Canada of a short 
course in training in medical school inspection. This 
helps to a considerable degree so far as our province 
is concerned in supplementing the duties of the district 
medical health officers. In conclusion, let me once 
more express my hearty approval of the principle con- 
tained in Dr. McCullough’s paper. 

Dr. A. H. WricHT (Toronto): I want to say just 
a word or two in regard to Dr. MeCullough’s paper, 
with which I am entirely in accord. I cannot add 
much to what he has said in reference to the two 
cities which he mentioned as spending $20,000 and 
$6,000 respectively, but his mention of them, how- 
ever, brought to my mind a paper read in Detroit at 
the last meeting of the American Public Health Asso- 
ciation by Dr. Rumsden of the United States Health 
Department at Washington. He put the matter on 
a business basis and went back to the government 
and through the government to the taxpayer. His 
paper was published in the December number of the 
Journal and it is an admirable one which I can recom- 
mend to any member of the Conference. The last 
appropriation by the United States Congress, he 
pointed out, was $3,400,000,000; and the taxpayer has 
a right to know what becomes of that money. He 
looks around and finds that so much is given to agri- 
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culture, so much to stock-raising, so much is devoted 
to roads, so much to harbours, and a large sum is 
spent in the enforcement of a prohibition act which is 
not enforced. In short, the taxpayer finds that money 
is spent on every hand, and when he sees so much 
disease around him he naturally asks himself how 
much, either directly or indirectly is spent on the 
prevention of disease. Would it be too much to ask 
that five per cent be spent on the public health? Per- 
haps five per cent might be a great deal. Would 
one per cent be reasonable That might be fair; but 
they do not give one per cent to public health, or even 
one-half of one per cent. No, according to the figures: 
in the report they spend just two-tenths of one per 
cent of the whole appropriation for the purpose of 
safeguarding the public health. 

Dr. McCuLLoucH: It is impossible for a man to 
carry on intensive public health work in six counties, 
and it is just a question whether he can do so in one 
county. All I am suggesting is that there should 
be a suitable area, from the point of view of extent 
of territory as well as from the financial standpoint, 
so that one organization can satisfactorily do the work 
there. I do not think it would be in the interest 
of public health, however, that any scheme of this 
kind should be foisted on the public too rapidly; I 


* should prefer to see it introduced gradually and with 


the consent of the public. And there is no better way 
to begin than by establishing in a province like 
Ontario a few demonstration areas where an organiza- 
tion may be started and this work carried on for 
three or five years so that the people might see the 
value of it. Our people are intelligent enough to 
appreciate the value of an organization of this kind 
and I am sure that they would adopt it after adequate 
demonstration. 


Friday Afternoon Session 


The Conference resumed at 2 o’clock, when the Chairman called upon Dr. MacDermot to 


address the Conference. 


HEALTH INSURANCE 


By Dr. J. H. MacDermor 


Vancouver 


In British Columbia we have been conducting 
a somewhat intensive study of health insurance. 
By health insurance I mean any plan or scheme 
whereby a certain group in society, roughly de- 
termined by earning power, is insured against 
the cost of sickness, wholly or in-part. A speci- 
men of such a plan is the National Health Insur- 
ance of Great Britain, commonly known as the 
panel system. The history of our connection 
with the problem is briefly as follows: 

Some eight or nine years ago the government 
of British Columbia appointed a commission to 
go into the question of workmen’s compensation 
for industrial accidents. Prior to that time indus- 
trial companies or other employers of labour 


insured themselves against accident to their 
workmen. When a workman was hurt he 
usually had to employ a lawyer to fight his 
claim for damages, or accept a sum which was 
often unfair. His fight, be it noted, was with 
the insurance company, not with his employer. 
He had no wage allowance coming in whilst he 
was ill, and often he had to wait a long time for 
his money. The legal fee were high, and very 
often the final result was that the workman ob- 
tained very little. 

The attitude of the employer towards an 
injured workman was hostile. What about the 
doctor? He usually did his work for little or 
nothing unless he protected himself very care- 
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fully, and on the whole this class of work was 
exceedingly ill-paid and unsatisfactory to the 
medical man. In the first bill drafted no men- 
tion was made of medical aid at all. When the 
commission held its sessions the Vancouver Medi- 
eal Association appointed a committee which 
met the commission and gave evidence. This 
committee also approached labour, through its 
leaders, and urged on them the necessity for a 
medical aid clause from the point of view of the 
workman. Together we were succesful in hav- 
ing such a clause added. 

Next came the question of medical fees and 
method of administration. At first, there can 
be no doubt, the commission had at least a bias 
towards salaried medical men, from the stand- 
point of economy, both from money and trouble, 
as it appeared to them. We were able to per- 
suade them that the principles of free choice of 
doctor, and payment of the latter, by a schedule 
of fees were fairer and more satisfactory than 
the former plan. As a result we obtained our 
present Workmen’s Compensation Act, which 
works on the whole well and with satisfaction 
to all those who are party to it. The workman 


gets all that is his due without deduction ; he gets 
allowances for the time he is away from work, 


and his bills are paid. The doctor is fairly paid 
for his work, and except for minor details I 
think it is correct to say that we have little or 
no criticism of the act. The employer’s attitude 
towards the injured workman is_ entirely 
changed. He works now with the workman and 
for him, to secure as good a settlement as can 
be obtained. 

Great strides have been made in the direction 
of safety appliances, ete., designed to prevent 
accidents. 

This is all a matter of economic efficiency: 
everybody concerned, the government, the em- 
ployer of labour and the workman. has realized 
that the prevention of accidents saves money. 
They have realized too, that by giving prompt 
and adequate care to.the injured man, they save 
money and save the human material of industry. 
The workman is satisfied that he and his family 
will be able to get three meals a day even when 
the breadwinner is hurt. It is a sound piece of 
legislation and is well administered. Our ex- 
periences in this regard taught us several lessons, 
and other provinces will no doubt have seen the 
same thing. 

We learn first as regards the government, that 
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we cannot expect, indeed we have no right to 
expect, the government to look after our interests. 
It is true, as we know, that the surest way to 
secure a good and efficient act is to have com- 
petent medical aid, and this can only be secured 
from adequately paid medical men. But we 
must remember that the government is always 
subject to tremendous pressure from two sides, 
first, from those who want the legislation which 
will protect them, and secondly, from those who 
have to pay for it. The burden of financing 
these acts is a heavy one. In the end, we believe, 
it is lighter than the original burden of cost 
attached to the old methods; but it is difficult 
to convince those who have to pay that this is 
so. Under this dual pressure the government 
seeks escape and finds it naturally in keeping the 


. medical fees that have to be paid down as low 


as possible. The moral is that we must fight 
our own battle. We must be ready and organ- 
ized to meet any such situation. That is the first 
and perhaps the greatest lesson we learnt. 

Next, we learnt that we must educate our own 
members. One cannot accuse labour of greed 
and selfishness, nor can we accuse the govern- 
ment of meanness any more justly that we can 
some of our own members. The medical man is 
willing to be exploited and to do any amount of 
work for nothing; but when it comes to making 
an arrangement whereby he can be sure of being 
paid he wants the earth; at least, some of them 
do. This is one point that has to be noted. 

Next, as regards Labour. We learnt that 
Labour is our best ally and we should keep it so. 
Labour’s interests in this matter are ours, and 
we should realize this fact and work with 
Labour. 

Lastly, we found that this method of dealing 
with industrial accidents is an extremely good 
one and very satisfactory in every way to the 
workman, for the reason that the evils outlined 
above have been mainly removed, and for us, 
because we receive fair remuneration for this 
class of work. Next came the question of sick- 
ness. The Vancouver Medical Association took 
this up next and spent some time deliberating 
on it. Our trouble was that we had no facts 
to work on, and the conclusions we drew were 
hypothetical only and subject to attack for that 
reason. We felt that something ought to be 
done but we had not, the basic facts at our dis- 
posal on which to draw any conclusion. Accord- 
ingly we decided to call in outside help and pay 
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for it. Two years ago the’ British Columbia 


Medical Association set aside a sum to be devoted. 


to this purpose and employed a statistician to 
go into the whole matter and dig out the facts 
of the case. He spent some four months over 
this task and accumulated a great deal of 
material which I shall present to you in a brief 
digest. The following questions present them- 
selves for answer: 

1.—Is there any demand for health insurance, 
and from whom? 

2.—Is there any need for health insurance? 
And why is our present system not adequate? 

3.—What form should health insurance take? 
What would be the advantages of it, and the 
dangers? 

4.—What will it cost? 

5.—How should this cost be distributed ? 

6.—How should it be administered ? 

6a.—How will it affect the medical profession ? 
7.—What attitude should the medical profes- 
sion take? 

8.—How ean the interests of the medical pro- 
fession be safeguarded? 

Questions 1 and 2 may be considered to- 
gether: 1. Is there any demand for it? and 
2. Is there any need for it? Our researches into 
the economic conditions of British Columbia re- 
vealed the following facts: The average income 
of the industrial worker in British Columbia is 
$1,000 a year or a little less. The average dur- 
ation of illness for each individual is about seven 
days yearly. The average working man’s family 
in British Columbia has about one week’s sup- 
ply of money in ease of illness attacking the 
‘wage earner: when this is spent they must run 
into debt. Less than five per cent of the work- 
ing population has any insurance of any kind 
against illness, accident or death. This includes 
lodge or club insurance, or benefit from fraternal 
organizations, as well as ordinary sickness and 
accident insurance. Speaking to a statistician of 
the Sun life Company yesterday, I was informed 
that only about four per cent of the population 
at large carries life insurance. The cost of in- 
surance is prohibitive to the working man. 
Sickness means to the working man_ loss 
of earning power, absorption of his savings, 
incurring of medical bills, and hardship to his 
family. It means more; it means that he can- 
not get adequate medical attention, and there- 
tore he does not recover as quickly as he should. 
A working man with pneumonia needs _hos- 
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pital care, trained nursing and skilled medical 
attention just as much as does a millionaire; 
but. unless he becomes a charity patient how 
ean he afford it? Sickness and poverty react on 
one another, and worry, insufficient food and 
so on aggravate the sickness. He does not seek 
medical attention as early as he should for him- 
self or his family. Much avoidable illness is 
thereby caused. 

Our inquiry covered most of the States of 
the union, many of which have been studying 
this question closely. Summarizing their re- 
plies we found that they tallied quite closely 
with ours, their time loss varying from six to 
nine days yearly. The Metropolitan Life has 
also conducted an investigation with approx- 
imately the same results. In. British Columbia 
the economie loss to industry from sickness, 
in wages alone, was placed at $4,165,000. To 
this must be added medical and hospital care: 
This has been worked out on various bases, 
but the smallest estimate is somewhere over 
$2,000,000. This when added to the wage loss 
is rather more than three times the cost of 
industrial accidents alone. It is the consensus 
of opinion, we find, that this ratio of three to 
one is correct, and we will do well to bear it in 
mind. 

Another great disadvantage of our present 
system is the impossibility of preventing sick- 
ness, especially amongst children and women. 
Exeept for a small amount accomplished 
through voluntary subscription and in free 
clinics, preventive medicine is almost an im- 
possibility, though we admit its necessity and 
would gladly practice it. Labour, as a section 
of society, recognizes all these things and is 
pressing for relief. It is Labour that is hardest 
hit. They have adopted health insurance as a 
plank in their platform. The demand is there, 
and the facts I have cited seem to show that 
the need exists. I have only dealt briefly with 
the matter. A very much stronger case could 
be made out, and it seems to be the uniform 
opinion of all the States who have gone into 
the question that under our present system of 
treatment of the sick there is a great and un- 
necessary loss of life, of time (that is, wage 
earning time and wages) and of health apart 
from life. It is coming to be recognized that 


sickness affects a whole community, not merely 
the sufferer, and that this is true not only of 
infectious disease but of any sickness. 


It con- 
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stitutes a definite loss, and in one way or 
another the whole community pays for it. 
Before leaving Vancouver I had an interview 
with Mr. E. S. H. Winn, Chairman of the 
Workmen’s Compensation Board, who has 
authorized me to quote him in several refer- 
ences which I may make. He is also chairman 
of the Mothers’ Pension Board. His work in 
these two capacities has given him an unusual 
opportunity to observe industrial conditions. 
I asked him if he felt that there was any need 
for a system of health insurance and he stated 
most emphatically that it is one of our greatest 
needs to-day. The question, ‘‘Who should be 
beneficiaries?’’ he answered by ‘saying that he 
would place the upper limit of income at $3,000 
annually. This may appear high to many of 
you; we had arrived at a somewhat lower 
figure; but a great many authorities on the 
subject state that there should be no upper 
limit. Three thousand dollars annually would 


include all wage earners, including railway 
engineers and conductors. 

As to the method of administration for such 
a scheme, it might, I think, be done only in 


certain ways: 1. By a voluntary organization, 
somewhat similar to club and contract practice, 
only on a larger scale and with larger fees. 
2. By a compulsory scheme under which every 
member of the class affected must pay. It may 
involve only medical aid; or on the other hand 
sick benefits may be added. 

Lastly, as to the payment of medical men 
and their employment. It may be done by a 
capitation fee (the panel system) or patients 
may be given free choice of a physician, who 
will then be paid according to a fee schedule 
for the work done. As regards the voluntary 
scheme, we do not think that anything can be 
said in its favour. It would not work. The 
only people the act was designed to help, the 
shiftless and improvident ones, would refuse 
to take advantage of it. The five per cent who 
now take out insurance in one form or another 
would be the only ones who would join. It 
would cost at least twice as much as a compul- 
sory scheme: During our investigations we 
found that the insurance companies insuring 
against sickness return less than fifty per cent 
in the form of paid claims. This does not of 
course mean that they make fifty per cent pro- 
fit, but. their cost of operation is from twenty- 
eight to thirty-five per cent of the premiums. 
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The cost of the Medical Association in British 
Columbia ( that is to say, the cost of administra- 
tion) is less than four per cent of the total 
cost. There are many other objections; and all 
the States consulted agree that any scheme in- 
stituted must be compulsory and must function 
through an extra political board. 

As regards sick benefits, there can be no ques- 
tion that unless these were included the act 
would only be partially adequate. If it is true 
that the average working man’s family is only 
one or two weeks ahead of the wolf, sick bene- 
fits are necessary. It was the opinion of Mr. 
Winn that these might be left out at first and 
added afterwards, but he expressed himself as 
being of the opinion that they were an integral 
part of any complete scheme. 

We come now to the question of the method 
of payment of doctors. We came to a unani- 
mous conclusion, so far as our various com- 
mittees were concerned, that we should utterly 
reject the panel system or any system involving 
salaried medical men except in cases such as 
x-ray or other laboratory workers. We regard 
the panel system as pernicious. It introduces 
the element of speculation into the relations 
between doctor and patient, which is so de- 
moralizing and leads to such unsatisfactory 
results in contract and lodge practice, with cer- 
tain exceptions. 

There is a continual struggle between the 
doctor and the source of his salary, the com- 
mission governing the administration of the 
act. The competitive element in the practice 
of medicine, which is so valuable and salutary 
is removed when a practicing physician is paid 
a salary. The only room for competition left 
in such a ease is the possession of the job itself. 
There are other undesirable features of the 
panel system but they are merely a matter of 
cost. ' 

The question of cost must come next. The 
eost, apart from sick benefits, would amount 
to about three cents a day to the workman him- 
self. For his wife and family it would be in- 
creased in proportion but not equally. It is 
suggested by many who have gone deeply into 
the subject that there should be no distinction 
between single and married men but that they 
should pay equally. The estimates of cost vary 
to a considerable extent in various localities, 
but by those’ who have access to accurate 
figures ‘in affairs relating to the Workmen’s 
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Compensation Act, estimates have been made 
that the proportion of cost would work out some- 
what as follows: 

Wage earner $1.00 monthly. 

Government fifty cents monthly. 

Employer $1.00 monthly. 

Making a total of $2.50 in all. This is very 
nearly our estimate, though we allowed a little 
more. Three dollars would pretty nearly cover 
medical aid and sick benefits. 

What should be the attitude of the medical 
profession towards health insurance? In the 
first place, the medical profession should con- 
duct an organized and thorough investigation 
into this whole matter. If one talks to twenty 
medical men about health insurance, one is apt 
to get twenty different opinions, varying with 
the status and special interests of each man, 
but utterly useless because they do not know 
the facts. And without a thorough knowledge 
of these one cannot work out any plan. 

May I quote from Dr. Cabot of Boston who 
wrote about this matter some years ago: 
‘‘When sickness insurance gets a footing in the 
country I hope that it will be planned and led 
by those who know most about it, namely, the 
physicians themselves. Nothing would be 
worse for the reputation and dignity of the 
profession than to become engaged, like the 
English medical profession, in an unseemly 
scuffle with the government, to lose in the fight, 
and finally to be dragged, kicking and strug- 
gling into the enemy’s camp and forced to do 
what they had previously angrily refused. Let 
us make our experiments and gain competence 
before the state tries to take over so difficult and 
dangerous a task.”’’ 

This seems to sum up what our attitude 
should be, and it sums it up in my opinion 
fairly well. We should study the problem 
thoroughly and have every man in the profes- 
sion acquainted with the facts, and be ready 


to take a definite stand when the question is 


mooted, as it certainly will be. 

In British Columbia we have prepared a brief 
summary of the facts as far as we have ascer- 
tained them and are sending this to every mem- 
ber of the profession. We contemplate having 
a round table conference with representatives 
of labour and getting their views. I would re- 
peat here that medicine has no. better friend 
than labour in this connection. Their interests 
are ours, and it is just as important for them 
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that any system of medical aid shall be planned 
along the right lines as it is for us. To this 
end, I should like to see this matter taken up 
by the Canadian Medical Association with a 
central committee and by every province with 
local committees. I have not dwelt much on 
the side that concerns us, but is it not true that 
there is room for improvement in our present 
system or for a change of some kind. 

The really enormous amount of work done 
for nothing or for trifling fees, the fact that 
we are handicapped in our work at every turn 
because our patients simply cannot afford the 
tests and special examinations that they should 
have; the huge free clinics in every city, com- 
posed of people who could pay a little but who 
cannot possibly afford regular fees; the impos- 
sibility of doing preventive work—all these 
arise out of our present system of practice. 
Undoubtedly too, the prevalence of quackery 
is due to our present system, and nobody can 
suppose that any intelligent commission admin- 
istering an act would allow patients to go to 
practitioners of cult medicine; this would be 
not from any love of us, but from simple econ- 
omic reasons. 

Again, we know that certain evils have crept 
into the practice of medicine. Over special- 
ization, and specialization by men who are 
not fit to be called specialists, would be 
checked, because results are tabulated, and 
results count. The medical man who lets him- 
self slump, who gets rustier and rustier, could 
not get by under any system that kept compar- 
ative records. The operation of the Work- 
men’s Compensation Act has shown that men 
are on their mettle, are kept up to the mark, 
are checked up sharply if they do bad work: 
again, cheap contract work and lodge prac- 
tice would be eliminated. 

Lastly, there is considerable economic gain 
from such a scheme. Certainty of payment, 
of fair fees for work done, would be a great 
boon to a profession which has suffered too 
much from uncertainty in these things. I am 
not claiming that such an act would imme- 
diately bring about a complete surcease of all 
our troubles. There are several problems that 
may arise. 

First, the difficulty of preventing some men 
from getting more than their fair share—and 
this has been a real problem with the Work- 
men’s Compensation Act. Perhaps limitation 
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of quota might help here. Next, the young man 
beginning practice: how can we help him? 

Then there is the specialist, the legitimate 
specialist, not the college bred one, who needs 
elimination rather than help. We must be very 
careful not to remove incentive and not to try 
for a standardized product. Our experience of 
the Workmen’s Compensation Act shows that 
this is not a very serious problem. Besides, 
there will always be private practice. 

Then there is the problem of the indigent. 
Mr. Winn suggested in this regard that some 
scheme might be formed whereby people out of 
work might be carried for three months. 
Again, what about such matters as venereal 
disease, and diseases requiring institutional 
treatment? We must remember that if we 
adopt any such scheme we must to some extent 
surrender our independence. 
fore, make very sure of our ground before we 
do endorse any scheme of the kind. We must 
prepare ourselves before the scheme is put into 
operation. We must also be prepared at any 
time in the near future to be called upon to im- 
plement some sort of health insurance scheme. 

Mr. Winn, whom I have quoted, was two or 
three years ago appointed chairman of a com- 
mission to inquire into health insurance in 
British Columbia. The report of this com- 
mission has not yet been made public, but from 
conversation with Mr. Winn, I do not think 
there is any doubt that he personally thinks 
health insurance should be inaugurated, that 
it should be administered by an extra political 
commission, as is workmen’s compensation; 
that patients should have free choice of a phy- 
sician; that medical and hospital care should 
be paid for by our present method, that is to 
say, for work done according to a schedule of 
fees; and that all treatment should be provided 
for. Sanitorium and institutional treatment, 
he thinks, should be left as they are, under 
salaried medical officials, and he is most 
probably right in this. 

We in British Columbia do not think that 
the medical profession should strive to inaugur- 
ate any scheme, but that we should educate our- 
selves thoroughly with regard to all its ad- 
vantages and disadvantages and remain recep- 
tive, but ready to meet any situation that may 
arise. 

The first essential for this is complete organ- 
ization of the profession. We found this in 


We must, there- - 
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the compensation act matter; our salvation lay 
in the fact that we were at that time 
thoroughly organized. Every man in the pro- 
vince was lined up and we spoke as one voice. 
In England, on the other hand the profession 
was caught napping ,and we know the result. 
We have no fear, so far as we are concerned, 
of a fair and reasonable health insurance act. 
I am quite sure that many men would welcome 
it. There are endless details to be worked out, but 
our clear duty at present is, first, to organize; 
secondly, to study the question; thirdly, to 
meet those other interests that are involved— 
Labour, the government, and the employer— 
and obtain their views and impress ours upon 
them. Our first duty is to the sick. If we can 
devise, or help to devise any plan which will 
improve health conditions there is no section 
of the profession that will hesitate, as soon as 
the facts of the case are realized. 

We owe a duty too, to ourselves, not to allow 
ourselves to be exploited or to be forced into 
a humiliating condition of under-payment, of 
scrambling for positions, and of incompetent and 
skimped work. This is not only for our sakes, 
but because such a state of affairs is utterly 
injurious to the very people it is designed to 
serve. By maintaining our right to adequate 
payment for honest work we shall be showing 
our honesty and our sincerity as workmen. 

I am presenting herewith the report of our 
committee brought up to date, showing figures 
and statistics as regards the financial effect of 


illness on the working man, and going into the 


question of costs. 


THE CHAIRMAN: This is one of the most im- 
portant questions of the many that have come 
before the Conference and we are indebted to 
Dr. MacDermot for the splendid paper which we 
have heard and which seems to me to be the 
logical and analytical type of address which calls 
for careful study. Dr. MacDermot’s paper is 
now open for discussion. 


Dr. GEORGE YouNG (Toronto): The question which 
Dr. MacDermot has so ably discussed in his address is 
one of considerable importance to the medical profession 
in this country. It seems to me that the profession 
should wake up to its importance, for it would be a 
serious thing for us in Canada if we were faced with 
the same difficulty that confronted the medical pro- 
fession in Great Britain in 1911, when Lloyd George 
launched on the public, complete in all its details, a 
bill which proved altogether intolerable to the profession. 
At that time the medical profession in Great Britain 
was not organized to deal with the matter, and it cost 
them some $300,000—to say nothing of the money that 
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came in from outside sources—to make the details of the 
pill such as would be at all tolerable to the medical 
fraternity. Now that this question is in the air and 
labour is behind it in certain provinces, we should care- 
fully study it in all its bearings and should get at all 
the facts as far as we possibly can, so that in the event 
of legislation being mooted we should be able to pro- 
tect ourselves as well as the public against any ill-con- 
sidered measure, undesirable either from our own point 
of view or from the standpoint of the community at 
large. The subject, I think, is one for the Association 
to deal with. 

THE SEcRETARY: I might ask Dr. MacDermot 
whether the British Columbia Association proposes to 
acquaint the other eight provinces with the work which 
has been done in that province in connection with the 
siudy of this problem. 


THE CHAIRMAN: Perhaps it might be well for the 
Conference to appoint a committee to go into the sub- 
ject and report to the next Conference and then to the 
Association. Having heard Dr. MacDermot’s address, 
I am of the opinion that the matter should go to the 
Association eventually. 

Dr. GEORGE YouNG: Perhaps that would be the 
best course to adopt. I would move that the Chairman 
be empowered to appoint a committee to study the mat- 
ter, in the light of the remarks which we have heard, 
and that the said committee report to the Conference. 

Dr. Low: I second that motion. 
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THE CHAIRMAN: Before the motion is put I shall 
ask Dr. MacVermot to close the discussion. 

Dr. MacDERMOT: 1 am not quite clear as to just 
what place the Dominion would have as a whole in a 
question of this kind. The matter, I am inclined io 
think, is rather of a provincial character and it will 
probably be for each province to inaugurate its own 
system. Later on there might be national co-ordination 
ot provincial activities. As regards Dr. Routley’s ques- 
tion, I may undertake to say that British Columbia will 
be glad to inform any of the other provinces as to just 
what has been done; we will furnish the facts. 


THE CHAIRMAN: It has been moved by Dr. 
Young of Toronto, and seconded by Dr. Low of 
Regina, that this matter be referred to the 
Executive Committee of the Canadian Medical 
Association. Is it the pleasure of the meeting 
to adopt the motion? 

Motion agreed to. 


THE CHAIRMAN: I shall now call upon Dr. 
MacMurchy of Ottawa, to address the Con- 
ference on the subject which she has under- 
taken to discuss. 


ON MATERNAL MORTALITY IN CANADA 


By HeLteN MacMourcny, M.D. 


Director of Child Welfare, Department of Public Health, Ottawa 


In the course of a debate upon another sub- 
ject, in the House of Commons on July 17th, 
1924, Mr. Davies, M.P. for North Battleford, 
made a reference to maternal mortality, and 
quoting from the pamphlet ‘‘Issued by the Meet- 
ing Lake Development Association. Represent- 
ing Rural Municipalities Numbers 466, 467, 497, 
498,’ read the following:—‘‘There is no doc- 
tor living in this whole area. The nearest 
doctors available in cases of great need live in 
the towns along the lines of railway to the 
south and west a distance of thirty to seventy 
miles. The same applies to hospital provision. 
With an estimated population within the four 
municipal areas of 4,500 it is easy to imagine 
the unfortunate results which might occur 
through lack of medical attention. Owing to 
the amount of distress and suffering that exists 
the costs of obtaining medical advice, in most 
cases running from $30.00 to $70.00 a visit, it 
is only in extreme cases that medical aid is 
brought in and when the trouble occurs in the 
winter months the suffering is increased tenfold. 
During the last five years there have been over 
800 births in these four municipal areas and out 


of these only sixty or approximately 7 per cent 
had medical attention. In many of our little 
cemeteries there is a mound that covers the 
remains of some pioneer mother who has paid 
a penalty that would have been avoided had 
medical aid been obtainable.’’ 

In consequence of numerous letters and re- 
ports addressed to the Minister of Health a 
memorandum upon the present state of affairs 
in regard to maternal mortality in Canada was 
prepared by direction of the Deputy Minister 
of Health and laid before the Dominion Council 
of Health, December 16th, 1924.* 

The questions raised by reports regarding the 
lack of care given mothers at the time of child- 
birth, and the consequent high mortality rate 
existing in Canada may be summarized as 
follows: 

1.—What is our mortality rate in Canada? 

2.—How does it compare with the maternal 
mortality of other countries. 

3.—Is it excessive? 


*At the request of the Council the following summary 
of this memorandum has been made for the Conference 
on the Medical Services in Canada. 
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4.—What proportion of births occur with no What is our maternal mortality rate?—The 
medical or nursing care for mother and child? total number of deaths in Canada owing to 
5.—Are medical fees too high? childbirth in 1922 reported to the Dominion 
6.—What recent enquiries have been made Bureau of Statistics was 1,248. This makes the 
into maternal mortality and related subjects, mortality rate per thousand births 4.9 per cent 
such as puerperal sepsis, and with what results? for all the provinces of Canada so far as can be 


TABLE I 
MATERNAL MortTAatity—INFANT Morta.ity 


Dominion Bureav or Statistics—1922 


Births According arora Infant Mortality 
to Population in Child Birth Under One Year 


Provinces 
Total Total Total Deaths Rate 


Population Number Rate | Number under per 
Census of per One 1,000 


of ‘ 
Births 1,000 Deaths | Births Year Births 


0, 
1922 








611,281 16,163 
British Columbia............. 539,036 10,166 
Manitoba 626,436 17,679 
New Brunswick 392,381 11,564 


Nova Scotia 12°693 
71,430 


Prince Edward Island......... : 2,160 
Saskatchewan 7 22,339 


1,475 

692 
1,669 
1,194 
1/239 
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2,402,287 88,377 


8,954,949 252,571 


The above figures are for the year ending December 31, 1921, and 1922, except in the case of Quebec where the 
figures are for the year ending June 30, 1920. 


*From the Annual Report of the Division of Statistics, Provincial Bureau of Health, Province of Quebec. 


TABLE II 


MatTeRNAL Mortautity Rates By RurAL AND URBAN FOR THE REGISTRATION AREA, 1922 
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stated at present, and including the figures sup- 
plied by the provincial authorities in Quebec. 
For the eight provinces of Canada which form 
the Canadian registration area, the maternity 
mortality rate was 5.5 per thousand births. 

Table I. gives the rate for each province. 

It would appear probable, however, that our 
maternal mortality is higher than these figures 
indicate. An enquiry on maternal mortality 
in Ontario made by the provincial department 
of health under the direction of Dr. J. W. S. 
McCullough, deputy minister, and Dr. W. J. 
Bell, pediatrician to the department, shows a 
definite increase on the figures given in the 
table to the extent of about 25 per cent. 

At the request of the department of health 
another table has been prepared by the Domin- 
ion Bureau of Statistics, showing both the 
urban death rate and the rural death rate in 
every province in Canada. All villages under 
1,000 in population are classified as rural. 

See Table II. 


TABLE III 


MATERNAL MortTALITY IN CANADA AND OTHER COUNTRIES 


Number of | Rate per 
Maternal 1,000 
Deaths Births 


Country 


Netherlands 


Italy 

Switzerland 

England and Wales 
MMMM oO nds so ip oy i 
Spain 

Irish Free State 

North Ireland 

Germany 

New Zealand 
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Newfoundland 


United States (Regis- 
tration Area) 
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Is this mortality rate excessive?—Florence 
Nightingale wrote many years ago ‘‘Childbirth 
is neither disease nor an accident, and mortality 
attending it is not to be counted as so much 
inevitable loss; on the contrary a death in child- 
bed is almost a subject for an inquest. It is 
nothing short of a calamity which it is right 
we should all know about, in order to avoid it in 
the future.’’ 
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In an address given recently Professor W. W. 
Chipman, of McGill University, stated as fol- 
lows: ‘‘The case stands strongly against us; 
the mother in the prime of life, the most valuable 
citizen in the community, dying from a prevent- 
able disease.’’ 

The London Times, August 2, 1924, in an 
editorial states, ‘‘The high childbed mortality 
in England is one of the dark blots on our 
health record and can be removed only on con- 
dition that mothers and those who attend them 
understand the character of the risks involved.’’ 

It has been recently recognized that maternal 
mortality in childbirth is to a great extent pre- 
ventable. 

What should we regard as a satisfactory 
maternal mortality rate? 

Major Ross, R.A.M.C., stated at the discussion 
on this subject at the British Medical Association 
meeting in 1924 (section of obstetrics and gynae- 
cology) that he had found it to be not over 
one in 2,000. Professor W. W. Chipman ques- 
tions this statement, and considers that a mor- 
tality of two in 1,000 is about as low as can be 
obtained with the best of care. 


The desirability of pre-natal care.—To secure 
the best results prenatal care is demanded. It 
was so recently as 1900 that the late Professor 
J. W. Ballantyne of Edinburgh proposed that 
ante-natal care should form a special and separ- 
ate department of the work of a maternity hos- 
pital, and the first ante-natal hospital ward was 
established by Dr. Ballantyne in the maternity 
department of the Edinburgh Royal Infirmary 
in 1921. 

The good results of pre-natal care are shown 
by figures quoted by Dr. J. W. S. McCullough 
and others-in 1920 from the records of the 
Burnside maternity department of the Toronto 
General Hospital. 

Maternity mortality per 1,000 births in public 
wards, no pre-natal care 35 
Maternity mortality per 1,000 births in semi- 
private wards 8 
Maternity mortality per 1,000 births in public 
wards, supervised and pre-natal care.... 4 

As showing the possibilities of what may be 
done in rural communities I would quote a 
statement made at the discussion in the section 
of obstetrics (Brit. Med. Jour., Aug. 8, 1924) 
at the last meeting of the British Medical Asso- 
ciation by Dr. E. K. MacKenzie, Tain, Rosshire, 
who travelled 11,200 miles, paid 3,700 visits and 
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gave 2,400 consultations annually, and states 
that since 1915 he has had 680 confinements, 
224 primiparae, with eleven still-births and no 
maternal deaths and no puerperal fever. 

He says ‘‘The contention that in general prac- 
tice there is no time for ante-natal care is base- 
less, as I have also found the statement that 
patients resent such attention. 

‘‘Ante-natal care not only removes the 
anxieties of my practice but simplifies my pro- 
cedure and in the end makes my actual work 
less.’’ 

Dr. Janet Campbell says that without pre- 
natal care ‘‘a comparatively simple event be- 
comes one of dangerous urgency.’’ 

As regards the proportion of births occurring 
in the western provinces with no medical or 
nursing care for mother or child, the following 
statistics received from the Province of Sas- 
katchewan are the most complete available. 


Total births attended by a physician, 15,001— 
or roughly 66 per cent. 

Total births attended by a nurse only, 182, or 
roughly 1 per cent. 

Total births attended by neither physician or 
nurse, 7,632, or roughly 33 per cent. 

It is stated that in other provinces the number 
of mothers who receive no medical care at child- 
birth varies from 10 per cent to 50 per cent. In 
the United States Registration Area the corres- 
ponding figure is said to be 30 per cent. 

No regulations regarding the practice of mid- 
wifery by trained midwives or official recog- 
nition of them is taken in the following pro- 
vinees: Alberta, British Columbia, Manitoba, 
New Brunswick, Ontario, Prince Edward Island, 
Saskatchewan. In Quebec midwives are licensed 
by the College of Physicians and Surgeons of 
Quebee. In Nova Scotia ‘‘The only regulations 
respecting midwives, so far as this province is 
concerned, are those contained in the Medical 
Act. The act states that nothing shall prevent 
any competent female from practising mid- 
wifery in this province, except in the city of 
Halifax. In the city of Halifax no female shall 
practice midwifery unless and until she fulfils 
such conditions as the medical board by regula- 
tions or by-law appoints, and satisfies the exam- 
iners appointed by the board. A diploma or 
certificate from a recognized hospital may be 
accepted in lieu of an examination.’’ 

Information received by the department would 
also appear to show that, in addition to the 
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great need of better medical and nursing care, 
pre-natal, obstetrical and post-natal, the diffi- 
culty, often the impossibility, of getting any 
help in the house even during the first ten days 
after the birth of the baby is a cause for mater- 
nal morbidity and mortality in Canada. There- 
fore at the request of certain provincial author- 
ities an outline has been drafted intended to 
assist in providing ‘‘Home Helps’’ for a mother 
under’ these cireumstances. This help is also 
necessary for the home and the children, if the 
mother goes to the hospital at this time. 


What recent enquiries or investigations have 
been made into maternal mortality?—A great 
change has taken place especially in the last 
three years, in the attitude of the profession in 
regard to maternal mortality. 

It has always been recognized that maternal 
mortality in childbirth is to a great extent pre- 
ventable. The work of Semmelweis in 1847, of 
Lister in 1873, of Pasteur, who in 1880 culti- 
vated streptococci from cases of puerperal fever, 
and of Dr. Oliver Wendell Holmes about the 
same time, indicated this. In spite of this fact, 
maternal mortality declined very slowly. 

At the eighty-eighth annual meeting, British 
Medical Association, 1920, section of obstetrics 
and gynaecology, Herbert Williamson, M.B., 
F.R.C.P., president, made the following intro- 
ductory remarks: 

‘‘Our meeting this year is one of peculiar 
importance, for we see on the horizon the dawn 
of an era in obstetrics. We have realized that 
in the interests of the state—nay, in the inter- 
ests of humanity itself—it is desirable to amend 
and to amplify the training of those who are 
to succeed us in the practice of obstetrics. The 
state is awakening also to the fact that in the 
past it has failed to discharge its debt to the 
mothers of the race and has grossly neglected the 
things which make for their safety and happi- 
ness; there is to-day a sincere desire to correct 
these errors, and the questions involved are re- 
ceiving an earnest and disinterested consider- 
ation such as has never been accorded them 
before. 

We have to realize more and more that obstet- 
rics is essentially a branch of preventive medi- 
eine. I do not think it is speaking too strongly 
to say that it is the most important branch of 
preventive medicine. The dangers of childbirth 
are to a great extent preventable, and the more 
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clearly this idea is grasped and acted upon by 
the medical profession and the general public 
the lower will be puerperal mortality and 
morbidity. ”’ 

What steps should be taken by the profession 
or by the department of health to improve the 
conditions under which childbirth takes place 
demands the attention of this Conference. It 
is a matter, however, which would appear to 
be the concern chiefly of the several provincial 
boards of health. 


THE CHAIRMAN: Dr. MacMurchy has inter- 
ested every member of the Conference in the 
excellent paper she has given us. The subject 
she has discussed is obviously one that should 
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be tackled by the profession or the state, or 
by whatever authority can best deal with it. 
Certainly we cannot afford to have our mater- 
nal mortality rate greater in this country than 
it is elsewhere. The subject is one of great 
importance, and should be grappled with. The 
paper is now open for discussion. 


Dr. Jost: If I am in order, Mr. Chairman, I 
would move that there be submitted to the Resolutions 
Committee for consideration the following question: 
‘*Should a comprehensive investigation be made into 
maternal mortality in Canada, and if so by whom?’’ 
I think that this Conference might suggest to the Can- 
adian Medical Association the advisability of calling the 
attention of the provincial societies to the importance 
of this question with a view to the adoption by each 
society of such action as it may deem advisable. 


THE CHAIRMAN: ‘The question might be handed to 
the Resolutions Committee for consideration. 


CLASSIFICATION OF MEDICAL SCHOOLS 


By J. C. Conneti, M.D. 


Dean of the Medical Facuity, Queen’s University, Kingston 


Medical science is cosmopolitan; it has no 
geographical boundaries, inasmuch as we are 
concerned only in the extension of the frontiers 
of knowledge. At the same time, however, I 
think it is acknowledged that matters relating 
to medical education fall within the province 
of each country. In Canada such matters are 
very often provincial rather than national. 

I propose to submit for your consideration 
a matter which I consider of very great impor- 
tance and which I think should be carefully 
considered by this national meeting—a matter 
which may be regarded not only from a senti- 
mental aspect but, as well, from a practical 
point of view. 

About fourteen or fifteen years ago the 
American Medical Association appointed a 
council on medical education, at a time when 
there were some 200 medical schools in the 
United States. The primary duty of that coun- 
cil appeared to be to inspect the medical schools 
of the United States and to report on their 
condition. Following that inspection, this 
council on medical education proceeded to in- 
spect the medical schools of Canada and to 
‘prepare a report upon them. To those of us 
who concerned ourselves with these reports, it 
was from the beginning quite evident that 
whatever criteria were adopted to determine 


the standing of the various schools they were 
not applied in Canada in just the same way 
as they were in the United States. As a result 
of these inspections there have been published 
from time to time in the annual reports of the 
council on medical education a classification 
of the American medical schools, together with 
one in regard to the schools in Canada. 

I shall not go into any detail except to say 
that as a result of the last inspection of which 
I had any knowledge, which was made in 1921, 
a report was submitted by the inspectors which, 
as it related to one of our Canadian univer- 
sities particularly, was so untrue in many re- 
spects, and so absolutely unfair in many more, 
that the senate of the university and the board 
of trustees took the matter up of its own accord 
and entered a vigorous protest against the 
action of the inspectors of the council. Follow- 
ing upon that protest, whether in consequence 
of it or not—that classification of Canadian 
schools was discontinued. For the years 1921, 
1922, and 1923, in the reports of the council 
on medical education no classification of Can- 
adian schools was included. In the report of 
the council published in the American Medical 
Journal in August of this year there appears 
again a classification of Canadian medical 
schools, and apparently, at least so far as I 
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know, that classification has been made with- 
out any re-inspection. Certainly there was no 
general re-inspection. 

Now, let me point out just what this means. 
First of all, I want to show that in the United 
States there are now about eighty medical 
schools, of which only four are placed in Class 
B by this report. So far as Canada is concerned 
five schools are placed in Class B, namely, Dal- 
housie, Queen’s, the Western University, Mon- 
treal, and Laval. On the other hand, I would 
point out that the report includes in Class A 
in the United States such institutions as the 
College of Medical Evangelists, Loyola school, 
Chicago; Boston University, Boston, and others 
of a similar standing. I know something of 
these institutions, and it is quite evident that 
the criteria are not applied in the same way to 
Canadian schools as to those in the United 
States. 

There is another point to which I would call 
attention, and that is that the judgment of 
this council on medical education is not univer- 
sally accepted in its own domain. The State 


of New York does not accept its judgment in 
regard to Canadian schools nor even in regard 


to the schools of the United States. One of 
the American schools included in Class A in 
this report is not accepted in that category by 
the Board of Regents of the State of New York, 
who have made their own classification of 
Canadian schools. And the classification made 
by that body in regard to Canadian schools 
is different from that which appears in the 
report of the council. The State of Pennsyl- 
vania has also made its own inspection with 
a different result. So that obviously the judg- 
ment of the Council on Medical Education is 
not to be accepted as finally authoritative. 
Now, there are two aspects to this question: 
There is the sentimental side of it, and there 
is also the practical point of view to be con- 
sidered. It is a humiliation that those con- 
nected with certain Canadian ‘schools should 
find themselves in the company indicated in 
this report. When, however, a foreign corpor- 
ation undertakes to classify Canadian schools 
without invitation, although they may consider 
their results confidential, without exception be- 
ing taken to them, the matter assumes a differ- 
ent aspect when those results are published 
throughout the world. I think it is rather 
a serious matter, as it puts a grave disability 
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on every Canadian graduate from every one of 
these so-called Class B schools who may happen 
to be in practice anywhere in the United States. 
Such a man has not the same standing if he is 
ealled into court; it is pointed out before his 
evidence is taken that he is a graduate of a 
Class B school, and this prejudices him imme- 
diately in the eyes of the court. That is the 
practical side of the matter. , 

Now, it seems to me that it would be very 
proper for this Conference to take some action 
in the matter. In my judgment there never 
was a medical school in Canada which was 
justly included among the Class B schools of 
the United States. There never was a school in 
Canada that gave a degree with less than four 
years’ work. I am unwilling to take the point 
of view that medical education in Canada has 
benefited in any way by the inspections of this 
particular council. I move therefore that the 
matter of the classification of Canadian medical 
schools by the Council on Medical Education of 
the American Medical Association be referred 
to the Resolutions Committee in order that a 
suitable resolution be drafted for the consider- 
ation of the Conference. 


THE CHAIRMAN: 
members of the 
question ? 


What is the opinion of 
Conference regarding this 


Dr. J. J. GUERIN (Montreal): I think we are all 
united on the question of the advisability of having re- 
ports of our standing from our own centres. These 
reports that have been submitted by the American 
authorities have been gathered, I am afraid, in a hap- 
hazard manner, and I am satisfied that whoever the 
gentlemen were who carried on the investigation, they 
did not put themselves en rapport with the authorities 
of the different schools; otherwise, I cannot see how they 
could make any such classification as is indicated. 
Speaking for my own school, I can state that there is 
nothing in the medical curriculum to be found in any 
other school that is not covered in the University of 
Montreal, where the course is of the same duration as it 
is in other universities. We have two pre-medical years 
and five years of medical study. I had heard before 
about this classification having been made, but I am at 
a loss to know where the information was acquired and 
through what medium. I think it would be a very ex- 
cellent thing to pass such a resolution as has been pro- 
posed, and I am sure that if we inspected our own 
schools we should find altogether different results. 


TuE CHAIRMAN: Did these inspectors investigate 
the Canadian schools on their own initiative? 

Dr. CONNELL: The inspectors were not invited to 
come, but they were accorded every consideration. They 
came without notice and introduced themselves, and 
whenever they have done so we have informed them of 
the condition of affairs. Usually we have had assur- 
ances from them that things were going along pretty 
well, but when the printed reports came in we found 
that we were just where we were before. The last 
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visit was made in January, 1921. One of the statements 
made at the time in regard to Queen’s had reference to 
the location of the institution; they thought that a 
medical school ought not to be in that situation. It 
was quite evident that many artificial considerations were 
taken into account in determining the standing of the 
schools, but we did everything we could to accommodate 
them. I do not suggest that we ever responded to the 
apparent proposal to make our courses agree with theirs. 
At the time of the last inspection we pointed out to the 
inspector that we had just made two appointments of 
whole time men, and we were immediately informed that 
that was not one of the standards required and that they 
could not put it to our credit. I feel that we have been 
harshly dealt with, and it is absolutely unfair that we 
should be prejudiced in the eyes of the world by these 
reports, for which there is no justifivation. So far as 
the situation of the school is concerned, we are not 
responsible for its location, but there was every justifi- 
cation for its coming into existence, and it need not 
apologize for its continuance. Let me repeat that all 
Canadian graduates from these schools are constantly 
prejudiced in the eyes of the public in the United States 
by means of these reports, which cannot be justified on 
any ground. 

Dr. THORNTON: I would second the motion that 
the matter be referred to the Resolutions Committee for 
consideration. 

Dr. J. J. “R" Matredp (University of Toronto) : 
I do not intend to discuss this question at any length, 
but I want to point out that the American Medical 
Association has done such excellent work in its inspec- 
tion of medical schools in the United States that the 
fact that it should have used this method should not be 
taken by us too seriously. It is a fact that by means 
of this classification it has been able very largely to 
discipline a number of schools in the United States 
which were distinctly detrimental to the interests of 
medical education. The usefulness of the classification 
is now possibly coming to an end, and I think I am 
correct in saying that a great many of those who have 
been interested in this work are now prepared to drop 
the whole question of classification. It would therefore, 
it seems to me, be a very unfortunate thing if we in 
Canada, in taking this initial step in the co-ordination 
of our own medical educational affairs should do any- 
thing that might cause misunderstanding on the part 
of our colleagues in the United States. We must work 
with them in harmony; we must remember that from 
many of our medical schools as instanced by Dr. Connell 
of Kingston, graduates are compelled to go to the 
United States. And they ought to go. Canada has 
been the breeding place for medical practitioners, scien- 
tists and teachers, and has supplied many of the leaders 
in the medical profession in that country. So that in 
any resolution framed by this body expressing any sense 
of criticism of the methods which the American Associa- 
tion has applied, the language should be extremely 
cautious and should be only suggestive of the possibility 
of Canadian schools being omitted from any future 
classification. What I really want to point out is that 
we are prepared now as a country to mind our own 
medical affairs without assistance directly from the 
United States, and this sense might be conveyed by a 
tactfully worded resolution. It does seem to me however, 
important to bear in mind that we must work in close 
harmony with them and not do anything that will 
prejudice the relationship. 

Dr. A. T. Bazin (Montreal): Perhaps it might be 
well if we could get some information from other uni- 
versities as to the accuracy of the statement that in 
1924 a classification of Canadian schools was made with- 
out any inspection, the last inspection having been made 
in 1921.. If that is the case, the matter would seem io 
be very serious. Let me offer one thought while I am on 
this subject. I sometimes think that the word harmony 
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is very much misused, and it 1s sometimes interpreted 
by a strong and powerful party as signifying, on the 
part of a weaker party, an absolute surrender. I am 
perfectly willing and shall always be prepared to live 
in harmony with everyone as far as I can possibly do 
so, but I certainly am not prepared to purchase harmony 
at any such price as this. I am not ready for harmony 
under any such unequal conditions. 

Dr. W. H. Harrie (Halifax): In substantiation 
of Dr. Connell’s remarks, I can say that while at Dal- 
housie we have been waiting for more than two years 
for a reinspection by the Council on Medical Education, 
we have not had it, although such an inspection has been 
promised us. 

Dr. J. C. Stmpson (Montreal): I ask for informa- 
tion only. I am not aware that during the last two 
years the reports of the Council on Medical Education 
of the American Medical Association contained any 
classification of Canadian schools. The lists of schools 
on the continent during the last two years has given 
a classification of all American schools, but so far as 
I am aware the nine Canadian schools have been 
omitted. 

Dr. J. C. ConNELL: The classification was dis- 
continued in 1921, and reappeared in 1924 exactly as in 
1920. 

Dr. OwER: The University of Alberta expected 
an inspection in 1919 and was inspectel in 1923. 

Dr. D. S. MacKay (Winnipeg): As a result of the 
first inspection carried out at our school the institution 
was classified as an A school, but later on, upon a fur- 
ther inspection we were demoted. We were told that 
along certain lines we must improve. The inspectors 
based their classification on what appeared to us to have 
no reference to the quality of teaching but rather to 
the square feet of space occupied in laboratory accom- 
modation. We pointed out, however, that we had suffi- 


cient laboratory accommodation and equipment for the 
students, as well as an adequate teaching staff; but it 
seemed that the kind of room we had did not appeal 


to the inspectors. Our buildings were in course of con- 
struction and when we got into our new quarters we 
expected that the unfavourable classification which had 
been made would be rectified. It is true that we did not 
have a full-time paid physiologist, but that was merely 
a temporary want. We have had our university in Mani- 
toba since 1906 and when our man left us we were at 
a loss to find a substitute. At last we secured one and 
we reported that fact to the inspectors, but I do not 
know whethef any inspection was made with that fact 
in view. This occurred in the fall of 1923, and early 
in January of the present year we were notified that 
we had again been placed in Class.A. No doubt there 
is a bit of sentiment in this matter so far as we are 
concerned, because I know that we do claim to have 
good results. 

I must concur in the remarks of Dr. Bazin so far 
as the word ‘‘harmony’’ is concerned. I for one am 
absolutely sick of and fed up with advocacy of harmony, 
and we do not intend to lie down and take things quietly 
when we have principles at stake. We are going to 
stand by those principles. Our schools are founded on 
the best medical system and are suited to the condi- 
tions in the west. We are prepared at all times to put 
into effect all the good points that may strike us in any 
system and we will give them a fair trial and endeavour 
to carry them out to the best of our ability with a view 
to giving the students the best possible instruction. 
But, I repeat, we refuse to lie down and take things sub- 
missively; we will retain the right to decide for ourselves 
such questions as intimately affect our own welfare. 


THE CHAIRMAN: As Dr. MacKay has remarked, our 
schools are modelled after the best universities and we 
propose to stick to our own methods. At the same time, 
however, I think we can do all that and work in har- 
mony with others. I am not at all taking issue with 
Professor Macleod, for there does not seem to me to be 
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any reason why we should not continue in harmonious 
relations with the United States or any other country 
for that matter. A large percentage of our graduates 
practice in the United States and we are closely related 
to the people there in many ways. A very large per- 
centage of Canadians, too, belong to special societies in 
the United States and we cannot, on inadequate grounds, 
do anything else than work in harmony with them. I 
do not think there is any misapprehension in regard to 


THE CANADIAN MEDICAL ASSOCIATION JOURNAL 


that term; I think we all understand pretty well what 
we mean by it. We must, however, insist on fair play, 
and we do not mind telling the United States that we 
will not take dictation from anybody but are quite 
capable of pursuing our own course. That, I think, is 
the sentiment of the Canadian generally, and this is a 
matter that requires the best consideration possible. I 
hope the Resolutions Committee will consider it carefully 
and take the matter up again to-morrow. 


THE PURITY AND POTENCY OF DRUGS 


By V. E. Henperson, M.A., M.B. 


Professor of Pharmacology, University of Toronto 


Chairman, Committee on Pharmacy, Canadian Medical Association 


Uver two years ago a deputation of the 
Canadian Medical Association approached the 
Minister of Health in regard to the necessity 
of our insuring some method by which the public 
and the physician could be assured that certain 
drugs of great importance in the treatment of 
disease should be duly potent. The drugs to 


which I particularly refer are arsphenamine and 
its derivatives, digitalis, pituitary, adrenaline, 


and possibly thyroid and ergot. It was pointed 
out that the potency of these drugs could only 
be ascertained by a biological or physiological 
standardization. The British Pharmacopoeia 
did not provide any such standards. In the 
United States such standards were advised but 
were not mandatory, but owing to the number 
of physicians and pharmacologists interested in 
the matter the American manufacturer was 
foreed to attempt such standardization. It may 
be noted that we have reason to believe that the 
next revision of the American Pharmacopoeia 
which will probably come into force in about 
a year will make these requirements mandatory. 

It was further pointed out that arsphenamine 
and its derivatives were standardized by the 
government at Washington and that no sample 
could be sold in the United States without its 
having been passed upon by the government. 
When sold the package bore an indication to 
this effect and also a serial number from Wash- 
ington which served for its identification. It 
was further pointed out to the government that 
it would be an advantage to Canadian manufac- 
turers that the standardization of all such reme- 
dies should be undertaken in Ottawa, as at pre- 
sent they were unable to faee the necessary ex- 


pense to provide individually for the satisfac- 
tory performance of these tests. 

The principle herein proposed has not been 
accepted as yet by the government, but its 
advantage is evident when one considers that 
the results of examinations of the ordinary galen- 
icals prepared by manufacturers which can be 
standardized chemically, show wide variations in 
strength, and a large percentage of deficient pre- 
parations and that as yet there has been no 
great evidence of improvement. This statement 
is based upon the bulletins that formerly were 
published by the Department of Inland Revenue, 
under the Food and Drugs Act. This act is 
now under the control of the Department of 
Health and the bulletins have been discontinued. 
I quite admit that this may be an advantageous 
policy were one in possession of the information 
at the disposal of the department, but I wish 
to direct your attention to the fact that at pre- 
sent the medical profession has no information 
whatever of the results of recent examinations. 
I have reason to believe that many of the tablets 
of acetyl-salicylic acid are very far from con- 
taining the stated amount of this substance, and 
I indeed doubt, based on one examination, 
whether in a particular case the tablet examined 
contained any acetyl-salicylic acid whatever. 

Your committee was glad to learn at that 
time that the department of health owing to the 
foresight and interest of the deputy minister 
had taken steps to provide the money necessary 
for securing a pharmacologist who would under- 
take this work. In spite of considerable diffi- 
culties such a man has finally been secured and 
a laboratory provided for his use, but the mills 
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of the gods grind slowly and one feels at times 
as though those of the government are equally 
tardy. The time may come when it will be 
necessary if we are to secure this boon of puri- 
fied, standard drugs of the type I have men- 
tioned, that further pressure be put upon 
the government. It therefore behooves us to 
make a thorough study of the question in all 
its bearings and be prepared to express a con- 
sidered judgment. That is the first and per- 
haps main object of the committee on pharmacy. 

The committee on pharmacy has, however, to 
face another problem, namely, the increasing 
use of patent and proprietary medicines. I 
greatly regret the extent to which this is fur- 
thered by the actions of many physicians who 
continually prescribe manufactured mixtures. 
When they do so they have no opportunity of 
varying the dose in accordance with the needs 
of the case and they rarely realize or understand 
the composition of the mixtures used. One finds 
for example, a great sale for a proprietary 
remedy which contains as its three main constitu- 
ents, drugs which were applied years ago by that 
great school of quacks known as the eclectics. 
Two out of the three were never recognized, even 
by the American Pharmacopoeia, generous 
though the latter has been, and the one, which 
at one time was accepted, was deleted many 
years ago. I am certain that a physician having 
this information at his disposal would hesitate 
to use such a remedy, nor does he realize that in 
many cases the manufacturer in order to pro- 
tect himself against the risks of poisoning, by 
patients taking unduly large doses, has fre- 
quently decreased the amount of potent constit- 
uents to such an extent that they have very little 
therapeutic value. 

In connection with my university work I had 
occasion to examine prescriptions put up by 
some of my students in drug stores and hospitals 
throughout the country. I found a very large 
percentage of such prescriptions contained pro- 
prietary medicines. Some of my students found 
it impossible to put up forty prescriptions in a 
drug store in a reasonable time because they 
knew that I refused to consider as the dispen- 
sing of a prescription merely the transference 
of a proprietary from one bottle to another. 
The occurrence of prescriptions such as Frosst’s 
127 was exceedingly common. I am sure that 
in many of these eases the physician was under- 
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mining the confidence of the patient in his abil- 
ity to prescribe and increasing the patient’s con- 
fidence in proprietary and patent medicines. 
The result has been serious because it has led to 
a greater tendency for patients to avoid the doc- 
tor and consequently for him not to see disease 
in its early stages when treatment of real value 
could best be undertaken. It has been a great 
detriment also to our colleagues, the druggists, 
and has done much to make their position im- 
possible. 

It is unfortunate that in this country we have 
no method by which the physician can be in- 
formed of the composition and value of pro- 
prietary and patent medicines. I can under- 
stand why the government finds it impossible to 
disclose the information that it obtains in regard 
to the composition of such remedies and the rea- 
sons why certain of them are rejected. It is 
impossible for any person such as myself who 
obtains by analysis information of their com- 
position or of the potency of such drugs as 
those, requiring a physiological standardization, 
to make it public, save through some official 
body who will stand by him and take the brunt 
of any attack. For example, I have had occasion 
to examine a pituitary extract which is only 
1-30 to 1-25 of what I believe we all consider a 
useful therapeutic strength. Yet I feel that we 
are not in a position as yet to publish the name 
of the manufacturer in question. We gain from 
time to.time some information about certain 
patent medicines, yet we have no means by 
which this can be put before the profession. 

Further I understand that the acceptance of 
the formula of a patent or proprietary medi- 
cine and a license to sell the same does not 
necessarily guarantee that the amounts or even 
the substances contained therein are constant. 
Surely the situation is such as to lead one to 
put little faith in such preparations. I noticed 
that recently a well known proprietary mixture 
which has been sold for some years in Canada 
and the United States has been put on the Eng- 
lish market and that its formula published in 
English journals was not that formerly given in 
Canada and the United States. One essential 
ingredient had been changed. 

I would therefore appeal to the profession 
which is so deeply interested in the welfare of 
the public to give this matter earnest thought 
and consider how ways and means can be under- 
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taken to improve the situation so that we ma\ 
protect ourselves and our patients. 


Dr. AMyoT: The department has a limited control 
over such things as food and drugs. For the last two 
years a serious effort has been made to set up stand- 
ards for these very drugs of which Dr. Henderson has 
spoken. For various reasons we have been held up, 
but we are on the verge of being able to launch out. 
We are making every effort possible and in a short 
time shall be able to do something in that direction. 
So far as publication is concerned, we have had many 
prescriptions that were below standard, and these 
things were published in the newspapers, or at least 
in some of them. Both in the United States and in 
Canada, however, it is rather difficult to secure pub- 
licity on any large scale, and this for various reasons. 
Many of those concerned are large advertisers and to 
have the facts published in regard to these people is 
a matter of extreme difficulty. This is one of the 
difficulties that are encountered in Great Britain, in 
the United States and in Canada as well. If the facts 
are published they are more or less camouflaged, and 
in some cases they are not published at all, so that we 
have to depend on the little local knowledge which 
people have that druggist so-and-so has been caught 
and found guilty. And the druggist endeavours to 
suppress the news as quickly as possible. 

Dr. H. W. McGitt (Calgary): One fact has 
often struck me and I think it must have been appar- 
ent to most gentlemen of the medical profession, and 
that is the terrific propaganda of a high pressure 
nature which is made on medical men by the agents of 
proprietary medicine manufacturers. In my opinion 
this practice on the part of proprietary medicine 
agents constitutes a distinct danger to scientific medi- 
cine, and in any case it is an intolerable nuisance. 
I know of young physicians who have received many 
visits from these high pressure salesmen who attempted 
to exploit their products. A tremendous campaign 
of advertising is instituted to create a demand for 
some product that could not normally exist. Vitamines 
is one thing in point; certain pharmaceutical houses 
attempt by means of advertising to create a demand 
for this article, of which there is no need whatever. 
A young man starting out in practice may happen 
to be rather weak on prescription writing, and this 
literature is apt to tempt him to find an easy substi- 
tute for proper prescriptions. In the old days the 
manufacturers of patent medicines used to get out 
almanacs which they would leave at the country 
grocers’. Now, instead of distributing these almanacs, 
the proprietary medicine manufacturers send out liter- 
ature to the medical practitioners and every few weeks 
they despatch a detail man to explain the virtues of these 
products. This is something which might be looked into. 

Dr. BAazIN: Dr. Henderson, I gather represents the 
Committee on Pharmacy of the Canadian Medical Asso- 
ciation, which made representations to the government 
urging the adoption of some system of standardizing 
drugs. Does Dr. Henderson wish the Conference to take 
up this matter with the Association with a view to 
securing some action on the part of the department? 

Dr. AMyoT: The matter is under consideration. 

Dr. HENDERSON: I do not think it would do any 
harm if a resolution were passed on the question. Quite 
apart from anything that we might do, I think that 
such a resolution from the Conference would have a 
good effect on the profession throughout the country. 
I should be glad to move that the Resolutions Committee 
be instructed to draw up such a resolution. With refer- 
ence to Dr. McGill’s remarks, I can only say again what 
I indicated in my address, that I think the medical pro- 
fession is itself largely responsible for the amount of 
high pressure literature and the canvassing with which 
medical men are assailed. It seems to me that if mem- 
bers of the profession would do what a friend of mine 
did in one instance it would tend to diminish this prac- 
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tice on the part of agents. He showed the agent that 
the essential drugs in a certain preparation had never 
been adopted by the American Pharmacopoea, which is 
a liberal one. That sort of thing would discourage this 
type of propaganda. 


REPORT OF RESOLUTIONS COMMITTEE 


RESOLUTIONS ADOPTED 


Dr. J. C. CONNELL (Kingston): With your per 
mission, Mr. Chairman, I shall move the resolutions 
clause and they can be adopted or otherwise disposed of 
as we proceed. The first resolution is as follows: 

‘¢That in the opinion of this meeting the Conference 
has been productive of much benefit, and arrangements 
should be completed for its establishment upon a per- 
manent annual basis.’’ 

Resolution agreed to. 

Dr. CONNELL: The next resolution I have to offer 
is this: 

‘¢That the Conference of 1925 be held early in the 
month of December, in Ottawa, and under arrangement 
and auspices similar to those of the present Conference. ’’ 

Dr. MacDERMoT: Would that be early in Decem 
ber? From the point of view of members from the east 
December may be an ideal month, but for the west it 
is not a very favourable time of the year. This year 
we could have had a better representation from the 
Province of British Columbia had the Conference been 
convened at an earlier date. 

Dr. McCuLLoucH: It is important that the meet- 
ing should be held next fall, either before or subsequent 
to the meeting of the Dominion Council of Health. This 
year the Dominion Council of Health met previous to 
this Conference. It might be advisable to have a 
similar arrangement next year. 


THE CHAIRMAN: 
in December’’? 

Dr. YounG (Saskatoon): There is a meeting of 
another body in Ottawa every year, the Medical Council 
of Canada. It is composed of two representatives from 
each college or medical board in Canada and a repre- 
sentative from each university. Those of us who come 
long distances appreciate the fact that travelling 
costs money and takes a lot of time. If the Conference 
could be called immediately after the meeting I have 
mentioned we should get a better representation than 
would be possible otherwise. If the colleges agreed to 
be represented by those who were on the Medical Council 
of Canada a great deal of time and expense could be 
saved. That body meets in September next year. I 
would ask that due consideration be given the fact that 
the council meets next September. 

Dr. CONNELL: I move that the resolution be adopt- 
ed as follows: 

‘*That the Conference of 1925 be held in Ottawa, 
and under arrangément and auspices similar to those 
of the present Conference.’’ 

Motion agreed to and resolution concurred in. 

Dr. CONNELL: I move the following resolution: 

‘‘That the 1925 Conference shall occupy four days, 
to permit of one or more sessions being devoted to sec- 
tional meetings of the various organizations represented, 
that is, Licensure, Education, Public Health.’’ 

Dr. MacKay: I think we are making a mistake in 
this. We have seventy-five delegates on the present occa- 
sion; there are some of us from the medical schools and 
we should like to carry away as many ideas as possible. 
Licensure, Education, and Public Health are three im- 
portant subjects and I am afraid that we shall miss some 
important points in connection with these subjects. We 
are carrying the practice of specializing too far. 
Specialization is all right as far as it goes, but I think 
we would do better by having open meetings rather than 
by dividing them into sections. 

Dr. Hitt: The great point of the Conference is 


Why not omit the words ‘‘early 
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that medical men in different branches have an oppor- 
tunity to hear the point of view of others. 

Dr. CONNELL: I withdraw the resolution. 

Resolution withdrawn. 

Dr. CONNELL: LI beg to move the following: 

‘‘That the same organizations represented at this 
Conference shall be called to the 1925 Conference. 

Resolution concurred in. 

Dr. CONNELL: I move the following resolution: 

‘¢That this Conference gladly accepts the offer of 
the Editor of the Canadian Medical Association Journal 
to publish in the February issue a full report of the 
transactions of this meeting.’’ 

Resolution concurred in. 

Dr. CONNELL: I move the following resolution: 

‘‘This Conference approves the principle of com- 
bating venereal disease by community efforts; appre- 
ciates the value of the work accomplished during the 
past five years; realizes the necessity of maintaining and 
augmenting the work of the clinics which should be 
closely supervised to avoid abuse; and strongly urges 
upon the federal and provincial governments the need 
of continuous and increasing financial support.’’ 

Resolution concurred in. 

Dr. CONNELL: I move the following resolution: 

‘*That we recommend a five-year period of medical 
study, each of thirty-two teaching weeks as a minimum 
requirement of which three years should be devoted 
largely to clinical subjects.’’ 

Dr. MacLeop: How many schools in Canada at 
the present time have a thirty-two week session? Does 
that include the examination period? Most of the Can- 
adian schools give no more than thirty weeks. 

Dr. MacKay: I understand, from information 
given us yesterday that this thirty-two week period is 
exclusive of examinations. 

Dr. Hint: It seems to me that a recommendation 
of this kind, made with the weight of this Conference 
behind it, and providing no alternative, will bind the 
hands of the medical section of the universities very 
materially. I think it might be well to offer a tentative 
suggestion rather than to recommend something definite 
such as is now proposed. I have no doubt that the 
medical section of the universities wishes to meet us on 
this point, but it is hardly advisable to pass such a 
resolution as this in its present form. 


THE CHAIRMAN: If I might be allowed to do so, 
I would suggest omitting the words ‘‘each of thirty- 
two teaching weeks.’’ It would be a pity for us put 
ourselves on record in any such binding form, for I am 
sure there would be a considerable difference of opinion 
on the question. It seems to me rather unwise for us 
to commit ourselves on a question in regard to which 
we know there will be a lot of discussion. I would 
advise deleting the objectionable words. 

Dr. CONNELL: I must explain that I am not re- 
sponsible for this particular resolution. 

Dr. MacKay: I think we should accept the sug- 
gestion of the Chairman. I would therefore move that 
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the resolution be adopted, amended in the way proposed 
by the Chair. 

Dr. CRUIKSHANK: I second that motion. I do 
not think that the committee had any idea, when it 
drafted this resolution, of laying down any hard and 
fast rule. We simply wanted to equalize the various 
teaching bodies in the different provinces. 


THE CHAIRMAN: Is it the pleasure of the meeting 
to adopt the resolution as amended? 

Dr. GRAHAM (Toronto): This resolution is based 
upon the paper which we had from Dr. McCallum yes- 
terday. The requirements in certain provinces provide 
a period of five years of six months, but this varies. 
The question the committee had under consideration 
last night was what might be suggested as a minimum 
requirement which would be satisfactory to all provinces, 
and it seemed that that minimum should be at least 
five years. I think the condition of things would be 
worse than it is at present if we left any room for mis- 
interpretation of the requirement; obviously it would not 
do to leave the thing in such a way as to make it pos- 
sible for someone to interpret the requirement as mean- 
ing five years of two months each. I do not know that 
such an interpretation is altogether an impossibility. 
We must have a reasonable length of academic year, 
and simply to say five years would secm to be inadequate. 
Most of the schools give thirty weeks of teaching, with 
two weeks for examinations. To leave the matter in an 
indefinite state is not advisable. 


THE CHAIRMAN: I would suggest, to make the 
resolution definite, that we substitute the word ‘‘thirty’’ 
for the word thirty-two’’ in. accordance with Dr. 
Graham’s views. : 

Dr. CONNELL: I was not a member of the com- 
mittee that drafted this particular resolution, but) I 
know that thirty teaching weeks is about all that you 
can get in unless you begin early in September or 
carry on your examinations into a period when the’ Coun- 
cil examinations are held. I move that the resolution 
be adopted, amended as follows: 

‘¢That we recommend, a five year period of medical 
study, each of thirty teaching weeks, as a minimum re- 
quirement of which three years should be devoted 
largely to clinical subjects.’’ 

Resolution as amended concurred in. 

Dr. CONNELL: I move the following resolution: 

‘¢That we recommend that students have instruc- 
tion in pre-natal and post-natal care of patients, and 
attendance on at least ten maternity cases under instruc- 
tion.’’ 

Resolution concurred in. 

Dr. CONNELL: I move the following resolution: 

‘‘That the provincial councils and the medical 
schools be asked to encourage students to register at 
the beginning of their medical course and that for such 
registration a nominal fee only be exacted.’’ 

Resolution concurred in. 


The Conference adjourned at 5.15 p.m. 
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Saturday Morning Session 


The Conference resumed at 9.30 a.m., with Dr. Primrose in the Chair. 


MEDICAL EDUCATION 


By J. J. R. Macteop, M.B., Ch.B., D.Ph., F.R.S. 


Professor of Physiology, University of Toronto 


Mr. Chairman 4nd gentlemen, it is obviously 
impossible in twenty minutes to consider in any 
adequate detail the fundamental principles in- 
volved in an education for the medical prac- 
titioner. 

The fundamental principles which must guide 
us in framing a course of study for medicine are, 
first, to train the student to grasp the known 
laws of science so that they may be applied in 
the detection, prevention and treatment of dis- 
ease, and secondly, to give him sufficient prac- 
tice so that he may apply such facts and pro- 
cedures as experience has shown are the most 
efficacious for these purposes. 

It is essential that these principles be lived 
up to and yet it is impossible that the method 
of working them out can be the same in differ- 
ent places. I cannot attempt to give any review 
of the methods in vogue in different medical 
communities, but must confine my remarks 
pretty strictly to the type of medical education 
which I believe most adequately fits the youth 
in a Canadian community for the practice of his 
profession. 

There are several aspects of the problem which 
demand attention, and the first is with regard 
to entrance requirements. There are two pur- 
poses for these requirements: The first is that 
the student may have a suitable general edu- 
cation so that his mind may be prepared and 
trained to assimilate new knowledge; and, 
secondly, he must have had some preparation 
for the study of medicine, i.e., some preparation 
in the fundamental sciences upon which the 
practice of medicine and surgery depend. 

Now with regard to general education, this 
must necessarily vary greatly in different com- 
munities. The ideals of these communities vary ; 
the facilities for education vary; the traditions 
vary. It is, I think, an accepted principle that 
you cannot have exactly the same educational 
system in different countries, even although 


these may be very closely related. In most coun- 
tries of the English-speaking world there are 
two examinations which are given to test the 
efficiency of school education. These are gen- 
erally the junior and senior leaving certificates. 
They go by various names in different countries. 
Sometimes they are called leaving certificates, 
as in the Scotch education department; some- 
times they are called the certificates of an exam- 
ination board, as of Oxford and Cambridge; 
sometimes they are matriculation certificates, 
as in London; sometimes they are called grad- 
uation certificates, as in the United States. In 
most places in Canada they are known as matric- 
ulation certificates of the junior and honour or 
senior standard. It is a very difficult thing to 
equate the standards demanded by these two 
certificates, almost impossible to do so exactly. 
I have compared as closely as I can the two 
with which I am most familiar, the entrance re- 
quirements for the Scotch universities and for 
the Canadian universities, and as a result of 
the investigation which I made with the aid of 
registrars and other experts in education, I find 
that there is as close a similarity as there could 
possibly be between the junior leaving certificate 
of Scotland and the junior matriculation of 
Ontario; and the senior certificates, although I 
am not quite so sure of these, very nearly cor- 
respond also. It comes to be important then in 
equating the value of preliminary education to 
have some simpler method by which this can be 
done, and in my belief there is probably no 
better method than to take the average age of 
graduation. 

Granted that the educational system of a coun- 
try is sound, and is based on firmly understood 
pedagogical principles, then I think we can take 
the age on graduation from the high school or 
similar institution as a fair standard of the 
attainment reached. I have taken the ages of 
entry to the University of Toronto Medical De- 
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partment, and have tabulated them for each of 
the years, with very interesting results. There 
are 780 students concerned, and it is a six years’ 
course. The largest number of students entered 
at the age of nineteen; the next largest number 
at eighteen, and the next at twenty. The peak 
it at nineteen; that is for all the students. 
Three years ago we raised the entrance require- 
ments to the medical faculty of the University 
of Toronto in a manner which I will explain in 
a moment, so that it is interesting to compare 
these figures for the total six years with the 
figures for the next three years during which 
the new entrance requirements have their effect. 
There the results work out pretty nearly the 
same. Thirty-one per cent of the students of the 
first three years entered at nineteen; 26.5 per 
cent at eighteen, and 14 per cent at twenty, 
which means that in the three years during which 
the standard has been raised for the school, the 
school authorities have so adjusted their sched- 
ules so as to make it possible for the youth even 
in face of these increased entrance requirements 
to get through his school education in a some- 
what shorter period of time than previously ob- 
tained. Two-thirds of all the students in the 
first three years in the University of Toronto 
entered at or below nineteen years of age, which 
means that graduation on completion of a six 
years’ course brings the age of the student be- 
tween twenty-three and twenty-five, and I think 
it will be admitted by most medical educators 
that these are about the ages at which a student 
should be graduated from his medical college. 
Now with regard to the junior certificates. 
Junior certificates include English, Latin, 
mathematics, history, physical science, and 
usually another language. Some other subjects 
are usually added, but the student has a certain 
option with regard to the choice. These junior 
certificates are all pretty well established, as it 
were, except with regard to the sciences. The 
sciences which can be most advantageously 
taught in schools to these students are mathe- 
matics, physics and chemistry, and it is ex- 
tremely important in the high school training 
in these subjects that the heuristic method 
should be adopted and encouraged as much as 
possible; that is the method by which the stu- 
dent is taught to think out experiments for him- 
self. He is given the problem, and simple ap- 
paratus—it need be only very simple, a piece 
of string and a weight will do a great deal, 
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a piece of tubing will do a great deal—and he is 
made to work out experiments for himself. 
And similarly in chemistry; the apparatus need 
not be elaborate. Teaching by the heuristic 
method is probably more valuable in physics 
and chemistry than biology. 

With regard to the honour certificate, as a rule 
the requirements are about, I think, equivalent 
to the high school certificate in the schools of the 
United States, that is a graduating certificate 
from a high school in the United States. As 
a rule this is considered a fair education, and the 
youth obtaining this certificate is considered to 
be suitably trained to enter most of the profes- 
sions. In the United States and also in Great 
Britain it has been considered that for the medi- 
cal profession there ought to be further train- 
ing; it has been considered there should be a 
further cultural training. In Scotland it has 
recently been enacted that besides this junior 
certificate there shall also be required a senior 
certificate in three subjects at least, and in the 
University of Toronto we have adopted the same 
principle. We require one further year at high 
school or collegiate institute, and we require that 
the subjects taken in this extra year shall be 
English, mathematics and one language. It is 
agreed by most educators, I think, that this 
extra year at high school or collegiate institute 
is equal to the first year in the arts course in 
most colleges, and by requiring an honour cer- 
tificate you are really requiring one year of col- 
lege education besides ordinary high school 
education. 

We have chosen English as one of the obliga- 
tory subjects for obvious reasons I need not take 
time to cite. We have chosen mathematics for 
reasons which it may be well to point out. In 
preparing the student for the profession of 
medicine, we have to remember that the practice 
of medicine depends upon the application of the 
laws of physics and chemistry, in the study of 
animal function and in the investigation of dis- 
ease. Therefore a man must be trained to 
think in these fundamental sciences. The 
schools, we believe, cannot carry the training 
further than the junior certificate in physics and 
chemistry. Some schools can, no doubt, but most 
schools cannot. All schools, however, are cap- 
able of giving an adequate training in a science 
upon which these sciences depend, mathematics. 
There is no high school or collegiate institute in 
which an adequate training in honours mathe- 
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matics cannot be given; please remember it is 
not that the man may acquire the technique of 
mathematics that this training is required, but 
rather that the man may be trained to think 
scientifically, and no training for this purpose 
is better than a course of mathematics. 

There are many other aspects of the entrance 
requirements that I should like to dwell on as I 
consider them a very important part of edu- 
cation, but time will not permit. I hasten on 
to the curriculum. 

The first year of the curriculum in most places 
is known as a pre-medical year. It is a training 
in physics, biology and chemistry. It is 
obviously the foundation of medical knowledge, 
and unless this foundation be well built the 
superstructure cannot be adequately added. The 
main thing in the course in these subjects is the 
training in principles. Facts are not important. 
Facts in physies are not important to medical 
men: the principles are. The mind must be 


trained so that in after years, when it is neces- 
sary to do so, the physician or surgeon may be 
able to grasp the significance of new principles 
in these sciences and apply them in the treat- 


ment of disease. I need cite only as an instance 
the application of x-rays, the application of heat 
rays, the very remarkable application of even 
the fundamental prineple of hydrodynamics in 
the measurement of blood pressure. Very dread- 
ful mistakes were made by the profession in 
earlier years because so few comprehended the 
principle of hydrodynamics. It is not facts, it is 
principles that should talk, and that is why a 
grounding in these subjects, the fundamental 
medical sciences, is necessary. : 

The fundamental medical sciences I would 
subdivide into anatomy and the institutes of 
medicine. Of anatomy I need say very little, 
only perhaps it is well to emphasize that in its 
modern aspects this subject should include the 
study of x-ray plates and their interpretation, 
and some surface anatomy. Repetition is most 
important in the teaching of anatomy. Anatomy 
is a science based on absorption. It is a science 
demanding a very retentive memory, and it is 
only possible, te+learn this science on the prin- 
ciple of summation of stimuli—repeat, repeat, 
repeat, until the subject sinks in and becomes 
part of the automatic mental mechanism, as it 
were. 

With regard to the institutes of medicine, it 
comprehends the sciences of physiology, bio- 
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chemistry, bacteriology, pharmacology, and patl- 
ology. It is really the science in which the pr 

medical sciences are brought together, and thei: 
application in the study of animal function, ani 
therefore in the interpretation of disease. 
worked out. It is the junction point in medical 
education. The whole of medical education de- 
pends upon a further study in these sciences. 

I will speak of physiology, and of that only 
for a moment. The training in physiology, like 
the training in physics, should be based on the 
principle that it is not facts so much that you 
wish to convey to the student’s mind, but prin- 
ciples, and in this training therefore the labor- 
atory must play an essential réle. In the labor- 
atory the student creates by experimental 
method conditions which are strictly analogous 
with those which are met with in the clinic, 
where, however, they are created by disease. 
If, therefore, you train the student properly in 
the physiological laboratory to interpret the 
changes in function, and investigate the changes 
of function which result from these experimental 
lesions, you are necessarily training him also in 
the symptoms of disease, and I think there is 
no part of the course in physiology that is more 
important for this purpose than the course that 
is often called the frog and turtle course, where 
the student is made to go through experiments 
of an apparently trivial nature on isolated mus- 
eles and isolated heart. Now, gentlemen, I 
know that the value of this course is often put 
at far too low a level, and that is because, I 
think, most people do not understand its object. 
The purpose of this course is to train the man 
first of all to formulate a problem; secondly, to 
simplify it to within his limits of investigation; 
thirdly, to test this problem by the physical and 
chemical means that are available; and fourthly, 
to draw conclusions and test those conclusions 
so that he may know whether the hypotliesis 
with which he started can be sustained or dis- 
missed. Diagnosis is the formulation of a 
hypothesis which is then put to the test of ob- 
servation or experiment. It is exactly the same 
in the physiological problem, and to train a man 
properly in this method, begin with the simplest 
conceivable experiment. These are afforded in 
the so-called frog and turtle experimental course. 
I, for one, as a teacher of physiology would never 
give up this course; I consider it the most impor- 
tant part of the whole training. From the simple, 
the student proceeds to the more complex. He 
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goes on to experiment on mammals, and then 
finally ends up with experiments on man, and in 
the ‘course given in most physiological labor- 
atories now, from one-third to one-half of all 
experiments are on man himself. That has de- 
veloped very much in recent years. I cannot 
say more about the other courses as time will 
not permit. There are six here. 

I wish to say one word with regard to options. 
Besides the obligatory courses in the medical 
curriculum a certain amount of time should be 
given for options. These options may be either 
in cultural subjects or in scientific subjects. In 
cultural subjects they should be given with the 
point in view that the student may carry for- 
ward the training he has had in high school on 
through his whole medical curriculum. It does 
seem a pity that a student who has had a course 
of four years in high school in French, should, 
on going to the medical faculty, drop the whole 
thing so that he forgets it. It seems to me it is 
obligatory on all medical educational organiza- 
tions to afford the student a chance during his 
medical course to apply that knowledge in 
French so that he may use it profitably in his 
profession. It is easy to do it; it works out; it 
has worked out in the University of Toronto. 
Finally let me read to you the number of stu- 
dents who have elected to take the various op- 
tions that we have offered. The details as to 
the working out of these you will find in the 
University Calendar; I need not take time to 
explain them here. In the first year the students 
elected options as follows: 

Scientific French 
Scientific German 


English 
Mathematics 


In second year there are two groups of options, 
one group cultural and the other scientific, and 
every student must take one subject from each 


group. In the cultural options students took 
courses as follows: 


You will notice that eighteen students took 
French again in their second year. They are 
keeping up the study and ean possibly now use 
French in a practical way. We know how im- 
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portant a knowledge of French is in Canada, 
and here a chance is given to the medical stu- 
dent of keeping up what he has learned, and 
carrying forward his studies in the language. 
An excellent course of psychology lectures is 
given in the cultural options, preparing the 
medical man for the study of the psychological 
aspects of disease; not that they may become 
psychiatrists, but may be able to apply the prin- 
ciples of psychology in the practise of their pro- 
fession. I will now give the number of students 
taking scientific options in the second and third 
years. 
SECOND YEAR 
Scientific Options 
Chemistry 


Biology 
Physics 


THIRD YEAR 
Scientific Options 
Cytology 
Com. Neurology 
Parasitology 
Embryology 
Anatomy of Joints 
Anatomy of Cross-Sections 
Mathematics 
Physics 
You will notice that the student is given the 
chance in the second year to repeat some of the 
things in chemistry he learned in the first year. 
Why drop it? Let the subject spread over the 
years, and do that partly by means of options. 
The psychology lectures, and the cultural op- 
tions in the second year, only take four hours 
a week, and yet that is enough to give a man 
a certain experience in that science. In the 
option of cytology the student is taught the prin- 
ciples of microscopic technique more adequately 
than he could be in a big class. He is made to pre- 
pare scores for himself from the beginning and 
study them. I will not in the moments that re- 
main give the numbers for the fourth and fifth 
years, but I will take a moment simply to read, 
if I may, from an article that appeared in the 
University of Toronto Monthly some years ago, 
which I think sums up the principles upon 
which the medical schedule should depend: 
‘These principles have been stated in what I believe 
to be the order of their importance. For if the 
mind be properly trained, the acquisition of know- 
ledge will unconsciously follow, and the graduate 
will enter upon his professional career prepared not 
merely to apply the already established practice of 
others, but as a critical thinker and investigator. 
Every graduate in medicine, whatever his particular 


sphere of activity, should be an original investigator. 
If he is engaged in general practice, he must con- 
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sider every one of his patients as furnishing a separ- 
ate problem, to be investigated by the application 
of scientific methods, re-inforced by a knowledge of 
the experiences recorded by others. If he is engaged 
in any of the other branches of medical science, 
originality in thought is equally essential to 
success. ’’ 


And with regard to raising the entrance re- 
quirements to the extent to which they have 
been raised, and that is not very far, let me add 
that this standard which we require now is prac- 
tically the same as that required for most stu- 


dents of engineering. The student of engineer- 
ing has to deal 


‘*with measurable factors, with calculable forces, 
and with known magnitudes of error. But the phy- 
sician must deal with a much more complicated 
type of problem, one which embraces elements of 
vastly differing categories, chemical, physical, bio- 
logical and psychological. Surely to do this properly 
the medical student, before he enters upon his more 
strictly professional studies, must be at least as 


highly trained in the sciences as the technical stu-° 


dent. And he should besides have a broader edu- 
cation in the humanities, for his science must be 
tempered by a sympathetic understanding of human 
nature if he is to apply it successfully in the relief 
of suffering.’’ 


THE CHAIRMAN: Perhaps we had better take 
all the papers first this morning. I will now call 
on Dr. Martin. 


Dr. C. F. MarTIN (McGill University): Mr. Chair- 
man and gentlemen, to the very lucid explanation of the 
point of view of medical education that Professor 
Macleod has given I think there is very little, perhaps, 
to add in a general way because he has covered the 


essential points, most of which may be more or less 
covered in the remarks I have to make. 

There is one point I would like to make, however, 
with reference to the very wise procedure that is taken 
in Toronto University with reference to cultural require- 
ments. As most of you know, the course in Toronto 
University is a six year course in one sense, and in 
McGill University and some others it is a five year course, 
but the difference is only really on paper, because the 
plan that we have adopted in the last year of making 
the medical course a five year instead of a six year 
course was merely for the purpose of making a very 
definite division between what we call the purely medica! 
subjects, in contradistinction to the pre-medical or cul- 
tural subjects. As Professor Macleod has explained, it 
is very wise, I think, to give a very broad cultural touch 
to the pre-medical sciences, so we have adopted the prin- 
ciple of relegating rather to the arts faculty than to the 
medical faculty the sciences of physics, chemistry and 
biology. Chemistry, for instance, is taught to the pre- 
medical students by a man who is a graduate in medi- 
cine. The physicist and the biologist realize that there 
are a number of their group who are going on to enter 
medicine, and to some extent a medical twist, so to 
speak, is given to these courses, but not very much, be- 
cause the principle that is held is that the broad cul- 
tural value of these subjects and their power to make 
one think in terms of scientific principles is more im- 
portant than the medical twist which may be given to 
them. 

In medicine we have two pre-years, and a five year 
course, and in Toronto it is practically the same, with 
one pre-medical year and a six year course, both being 
seven years. We have recently had the pleasure of going 
over our entrance requirements, and have made some 
minor changes, which are the result of opinion as to the 
cultural value of these subjects; the differences are 
essentially very slight. I was extremely interested in 
hearing Professor Macleod’s remarks upon the cultural 
value of the pre-medical sciences, because I think that 
is a very striking feature of the principles that should 
underlie the early education of those who are preparing 
themselves for medicine. 

I will now proceed with the paper. 


MEDICAL EDUCATION 


By C. F. Martin, B.A., M.D. 


Dean, Faculty of Medicine, McGill University 


The extraordinary development of scientific 
medicine within recent years, as shown by the 
epoch-making discoveries in methods of diag- 
nosis and treatment, the improvements in tech- 
nical equipment, and the advance in public 
health administration, has been one of the ear- 
dinal features in the world’s progress. Simul- 
taneously, however, it has all enormously in- 
creased the complexity of medical education,— 
so much so that any effort to gain a comprehen- 
sive view of its details leaves us in a state of 
intellectual ataxia. 

The attempt to overcome the errors and pre- 
judices attached to older methods of education 
has not entirely succeeded, and tradition still 


guides our activities, and, not infrequently, 
dominates them. The many unsolved problems 
that face us indicate all too clearly the con- 
fusion that still exists as to the real purpose 
of medical education in our schools. Is it any 
wonder then, that a year ago the Association 
of American Medical Colleges deliberated for 
two long days to bring some kind of order out 
of chaos? By the time these deliberations 
ended, little progress had been made, and 
finally a commission was appointed to investi- 
gate the whole field anew and, when ready, to 
bring before the Association a summary of the 
most enlightened views obtainable. So great 
were the divergencies of opinions as to stand- 
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ards that no unity of plan up to that time could 
be attained. 

Far be it from me, then, to offer to-day any 
solution of the many problems that concern us! 
Let it be my function merely to present to you 
a few suggestions as a basis for discussion 
with the hope that thereby a better mutual 
understanding may be obtained with reference 
to the needs of medical education in this vast 
country. 


University and Teacher.—I take it that the 
dual function of a medical school is to teach and 
investigate—two very different and yet two very 
closely related functions. Every teacher of 
scientific medicine must needs be an inves- 
tigator in its broadest sense—while in the 
atmosphere that he creates about him, the 
investigator stimulates thought in all those un- 
der his influence. 

I should like to emphasize at the outset that 
the university standard of teaching differs 
essentially from that of the high school. It is 
not merely the impartation of accepted know- 
ledge, nor the rehearsal of facts at the bedside, 
In other 


in the theatre or the laboratory. 
words, a university is not there to make of the 
mind merely an encyclopaedia, but rather to 
train a working instrument for use in the pro- 
fession of medicine; not to stuff students with 
an accumulation of facts, but to teach them 


how and what to assimilate. Routine instruc- 
tion there always must be; the presenting of 
facts, methods, principles—calling for no great 
skill on the part of the teacher and requiring 
little effort or intelligence on the part of the 
student to absorb. Too often this performance 
seems adequate, and the student is dismissed 
without a single stimulus to engender a live 
interest or enthusiastic thrill. But modern 
scientific teaching has long since outgrown the 
idea of carrying students through without at 
the same time developing them. The successful 
teacher, realizing that it is waste of time to 
rehearse mere facts (there are text-books for 
that purpose), inspires his students with higher 
ideals of service and research, propagates an 
interest in scientific progress, stimulates new 
ideas, and surrounds himself wherever he may 
be with an atmosphere of intellectual achieve- 
ment; this is an ambition worthy of a univer- 
sity chair, and otherwise the teacher is not ful- 
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filling the qualification for which he is ap- 
pointed. 

The teacher of medicine, then, must be some- 
thing more than a mere pedagogue. He must 
be a man with power to infuse enthusiasm and 
love in the work, a capacity to open up new 
vistas even in the daily routine. 

And, so, the purpose of medical education 
would seem to be primarily to reflect the state 
of medical knowledge in general; to indicate 
the method of approach to medical problems; 
to have the windows wide spen to the un- 
known, and to create an atmosphere of inves- 
tigation; not research for research’s sake, but 
because every individual patient and every in- 
dividual malady is a problem in itself for 
special investigation and individual treatment. 
It is not a question of how much or how many 
scientific subjects are in the calendar but what 
is the quality of the instruction. 

The broader the conception of medical edu- 
cation, the better. The more philosophical the 
training the more the critical faculties develop. 
Observe the recent tendency to include in the 
general university curriculum subjects which 
hitherto have been allotted only to the medical 
school; hygiene, general pathology, general 
physiology and even anatomy, and at McGill 
we have already opened the way. 

While it may be granted that a medical 
school must maintain a high university stand- 
ard to differentiate it from the methods of the 
high school, it may be contended that in this 
new country, the main business of the medical 
school is chiefly to turn out general prac- 
titioners who are able to meet every ordinary 
everyday emergency with a ready wit and a 
skilled hand. Surely this is so—and let no 
one underestimate the importance of the gen- 
eral practitioner, but obviously this very im- 
portance it is, that, to my mind, makes the duty 
of the medical schools all the more serious. 
Students must be trained to be not merely 
good ordinary general practitioners, but better 
—men not only with good commonsense and 
familiar through spoon-feeding with the essen- 
tials of theory and practice, but men who, fired 
with the spirit of enquiry, gain through their 
training the attitude of the investigator and 
original thinker. Therein should lie the differ- 
ence between the practitioner of two decades 
ago and the excellently trained man of to-day. 
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Will anyone question as to which of these two 
will make the better and safer practitioner of 
medicine? Some of you may be aware that a 
few years ago an effort was made to create a 
substandard type of physician—one who in two 
or three years could perchance learn to meet 
requirements for the rural districts. Was it 
any wonder that the plan met with failure 
through lacking, as it did, the fundamentals of 
sound pedagogic principles! 


Time-Table—It is obvious that every curri- 
culum must have its frame-work—an outline 
as it were of the various paths along which the 
student must go, to attain power to be of ser- 
vice. There can be no difference of opinion as 
to the need of a definitely prescribed training, 
but never should this be so all-absorbing as to 
destroy initiative or an interested enthusiasm. 

On the other hand, there are always more 
subjects in the curriculum than students can 
ever hope to master, and the rise of specialism 
has not lessened the burden. A student can 
hardly hope to reach more than the threshold, 
rarely indeed to enter into the outer courtyard 
of medical knowledge, and even at best, he does 
not attain a very intimate knowledge of any 
one of the subjects. There is, in consequence, 
the urgent need of stressing the major subjects 
in their essentials only and their general prin- 
ciples, while minor subjects and the specialties 
may only be so treated as they relate to the 
general problems of medical practice. 

The specialist, unless unusually broad in his 
conception of education, may not grasp relative 
values nor distinguish the essentials from the 
non-essentials in the general plan. Specialism 
has, verily, gone to the extreme; in dentistry, 
perhaps, even more so than in medicine. The 
existence in St. Louis of a specialist on extrac- 
tion of the unerupted third upper molar tooth 
may be an extreme example of this! 

Standardization, then, is necessary—not a 
standardization of hours spent in effort to ac- 
cumulate facts, nor even in the total number 
of subjects, but a standardization which will 
furnish evidence of attainment, a proof of the 
student’s ability to approach the many prob- 
lems of practice, of his initiative and of his 
ability to convert facts into power. 

The time-table must, above all things, not 
be over-loaded. The amount of information re- 
quired should be reduced, and -the student’s 
capacity to understand principles must be in- 
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ereased. We at McGill reserve two afternoons 
weekly for the students’ leisure; no lectures 
are given after five o’clock in the afternoon. 
It is recognized that the curriculum is far too 
rigid, that there must be more latitude, more 
flexibility in the time-table, with opportunity 
to read, observe, think and breathe freely. 

Independent judgment and enthusiastic inter- 
est grow with exercise and atrophy with dis- 
use, and unless there be some intellectual free- 
dom, there can never be proper mental devel- 
opment. 

For the most part,.in all our curricula, the 
time and effort required to accumulate facts 
is far greater than that afforded for their in- 
telligent contemplation, and for the comprehen- 
sion of the principles underlying them. 

Elimination, then, of unnecessary knowledge 
is an essential, and it is well to substitute in 
place thereof free scope for independent work, 
or a choice of optional subjects along whatever 
lines the taste may lie. 

The month of April in McGill, during which 
post-graduate courses are now given, has been 
re-arranged so far as student activities are 
concerned. The worthier students are allowed 
free scope to study as they will, and to attach 
themselves to whatever service or teachers they 
so desire. Post-graduate courses are open to 
them, as are also the laboratories and wards for 
independent observation, and for a leisurely 
contemplation and summing up of the year’s 
work. 


The Pre-clinical Subjects. — The marked 
changes which scientific teaching in anatomy 
and physiology have undergone at McGill Uni- 
versity during recent years form an apt illus- 
tration of the need to correlate more closely 
together not only the preliminary sciences with 
clinical subjects, but likewise the purely medi- 
eal subjects studied in the early years of the 
course. Anatomy has long since ceased to be 
a study of structure only: to the isolated work 
of the dissecting-room and lecture theatre has 
been added the practical study of the living 
subject. The study of function of anatomical 
structure has taken the place of mere study of 
form; the why and wherefore of structure is 
explained by exhibition in the living body ; the 
normal living individual is exhibited, and when 
occasion arises,, perversions of the normal are 
presented to the student class in the theatre or 
in the wards. In other words, the living 
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anatomical subject is made to demonstrate what 
formerly was oniy done on the inanimate body 
in the dissecting-room. 

So, too, in our study of physiology. Ward 
classes form part of the teaching in physiology. 
The professor of physiology is the director of 
experimental medicine; he makes rounds with 
the students in the wards; he associates himself 
and his work with the attending physicians. 
Nay, more, a course is given to clinical teachers 
on physiology in its application to clinical medi- 
cine in order that he may better inculcate phy- 
siologieal principles in clinical teaching. 

Thus is brought to pass another great change 
in medical education. The early contact of the 
student with patients is more and more stressed, 
even in the so-called pre-clinical years. In the 
first clinical year, moreover, students who only 
recently have been given some instruction in 
physical examination are now brought into the 
out-patient departments and wards in groups 
to learn by direct observation and intimate 
contact the problems of internal medicine and 
surgery. In the ward rounds, members of the 
senior class are called upon to instruct the 
junior students by discussion of cases under 
their charge. Correlation of all the preliminary 
sciences and the pre-clinical subjects is em- 
phasized in the later years, for it is our firm 
conviction that the methods of the laboratory 
must ever be closely linked with the clinic. 

No more successful course is given in our 
school than that of the clinical pathological 
conferences, which stimulate the investigating 
spirit and a keener search for truth. 

Fundamentally, these are the principles upon 
which medical education should be based, for 
thereby the student is enabled to gain by ex- 
perience greater powers of observation, of in- 
terpretation, of forming sound conclusions, and 
of trying them out in the light of his constantly- 
increasing experience. 


The Student.—We have dealt with the teacher 
and the time-table. One word about the 
student himself. 

Next to the inspiring teacher, the student is, 
after all, the most important asset of the school. 
The better the type, the greater will be the 
reputation of the school. A poor type of student 
tends to lower the standard. 

It is for that reason I would like to emphasize 
here the need of better early school training— 
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better educators—and the misgivings that one 
feels at the unfulfilled requirements that lead 
to entrance on a professional career. Fortun- 
ately, the popularity of the medical profession 
permits of a limitation of the number and a 
selection of the fittest. How often does a candi- 
date mistake his calling! How often does his 
application form show that he lacks the essen- 
tial qualities of heart and head and breeding 
which are so necessary to the making of a 
physician! Not infrequently, too, the unpre- 
pared student may succeed in passing his 
matriculation, only to find later on that some 
other calling should have been his choice. 
Verily, many are called but few chosen, and 
of the few that are chosen, still fewer attain 
the goal. — 

Following upon a good school education, the 
prospective physician needs a sound general 
cultural knowledge, such as is afforded by a 
year or two in the faculty of arts. With this 
knowledge should naturally go an élementary 
acquaintance with the simple technique and 
principles of the preliminary sciences. Any 
effort to compel the student to delve too deeply 
into these sciences, however, during his pre- 
medical years is often liable to divert his inter- 
est from the broader conception of his profes- 
sion. On the other hand, to those with a taste 
for such special lines every facility should be 
afforded. 

As in other countries, in other states and 
provinces, so here—there is a need—a very 
great need of better and more harmonious co- 
operation between the universities and the pro- 
vincial boards. Were it but possible to achieve 
more success along these lines, Canada would 
have no need to fear competition from any 
other country in the world. ; 

To summarize—I would urge for medical 
education in Canada the following sugges- 
tions :-— 

1.—Improvement in education in the primary 
schools, and better trained teachers. 

2.—A broader cultural training in the pre- 
medical years, with sufficient teaching of phy- 
sics, chemistry and biology to illustrate the 
broad principles of the subjects and the ele- 
mentary technique. 


3.—A better standard of English expression 
and composition. 


4.—Early contact of the student and patient 
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as illustrated in the teaching of function in 
anatomy and the teaching of physiology in the 
wards as well as in the laboratories. 

5.—Better efforts at correlation of prelimin- 
ary sciences with the living patient. 

6.—Still more intimate contact of student 
and patient in the early clinical years, with 
special reference to the out-patient department 
for the study of the beginnings of disease and 
minor ailments. 

7.--Emphasis of the three major clinical sub- 
jects, and a frank recognition of the fact that 
the specialties should be taught chiefly in rela- 
tion to these three subjects. 

8.—A better programme in the teaching of 
the specialties as regards quantity and quality. 

9.—Less overloading of the curriculum and 
elimination of the non-essentials. 

10.— Greater intellectual freedom for the stu- 
dent throughout his course and examinations. 

11.—Insistence on adequate material for clin- 
ical work and laboratory facilities in hospitals. 

12.—More careful selection of medical teach- 
ers in respect of their power to stimulate the 
investigative spirit, while at the same time 
exciting sufficient interest by disclosing the 
utility of the knowledge imparted. 

13.—Limitation of students, and greater care 
in their selection. 

14.—The retention of some didactic teaching, 


THE CANADIAN MEDICAL ASSOCIATION JOURNAL 


with insistence, however, on the importance of 
group instruction. 

All that has been said in rambling fashion 
here represents but a few of my own personal 
beliefs—subject to revision, and, no doubt, very 
open to criticism. The somewhat chaotic state 
of medical education to-day lends itself readily 
to discussion. After all, how few there are 
with sufficient knowledge and experience to 
dictate a policy? Let us hope that in our con- 
ferences here, our main motive will be an hon- 
est effort to aim at raising the Canadian medi- 
cal profession to higher and ever higher levels 
of concerted, harmonious co-operation. Diver- 
gence of opinion there will be—how, indeed, 
could it be otherwise, most of all with the prob- 
lems of medical education. 

‘*Now, who shall arbitrate? 
Ten men love what I hate: 
Shun what I follow—slight what I receive. 
Ten men who in ears and eyes 
Match me: we all surmise 
They this thing, and I that—whom shall my 
soul believe.’’ 

THE CHAIRMAN: I am sure we all are very 
much interested in these two most important con- 
tributions to our proceedings. We have had con- 
tributions on preliminary education entrance 
requirements, degrees and the curriculum of 
study, and I think we had better hear from Dr. 
Young now on post graduate medical education 
before the whole matter is open for discussion. 


POST-GRADUATE MEDICAL EDUCATION IN CANADA 


By Gero. S. Youne, B.A., M.B. 


Toronto 


At the present time medical post graduate 
work in Canada is being carried on in two 
ways :— 

1.—By what may be called intramural courses, 
conducted within the teaching centres. 

2.—By extramural, or so-called extension lec- 
tures and clinics. 

Intramural Courses.—Of the former some lead 
to a degree, and with one or two exceptions are 
intended to develop specialists. At least five of 
the Canadian universities give courses, lasting 
a little less than a year, in public health for the 
degree of D.P.H. One grants the degree of 
Master of Science after a year of ‘‘residence as 


a graduate student’’ and an approved ‘‘thesis 
embodying the results of original investiga- 
tion.’’ Another grants a D.Se. two years after 
graduation for original work after examination 
and an approved thesis. One at least gives a 
diploma in radiology after an eight months’ 
course. Two schools give post-graduate de- 
grees in surgery and one in medicine, after 
courses lasting from two to three years. 

For those of us who believe that no one 
should become a specialist until he has had ex- 
perience in general practice the question 
naturally arises: 

Is there any recognition of this principle in 
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the planning of the courses mentioned? The 
answer is to some extent, yes. All the courses 
in public health are open to the general prac- 
titioner. One university goes so far (in the 
right direction) as to require a year in general 
practice before entrance. This is a wise pro- 
vision. The man who intends to devote his 
life to public health work should at the very 
outset, by personal experience acquire the view- 
points of the public and of the family physi- 
cian. It is with them that his future career lies. 

Of the remaining courses leading directly to 
specialism, one in surgery rather effectually 
shuts the door on the great majority of gen- 
eral practitioners, since it demands a year of 
interneship on a rotating service in hospital as 
an entrance requirement. The other post-grad- 
uate course in surgery, and also the one in 
medicine, both admit the general practitioner, 
but the selection of students for these courses 
does not favour the man who has been in gen- 
eral practice. 

It will be noted that the schools in Canada 
have made a fair beginning in the training of 
specialists. The task is not an easy one. To 
carry on post-graduate work concurrently with 
undergraduate teaching is a tax on the staff, 
and on the resources, and the clinical material 
of the universities. Perhaps that is the reason 
why it is easier to aecept or select as post- 
graduate students those who have just finished 
their undergraduate course. They fit in better 
with the established order of things. One can- 
not escape the fear, however, that the trend of 
higher medical education in Canada, as in the 
United States, is toward the selection by the 
faculties of certain promising students whose 
future will be shaped in such a way that they 
will receive a long intensive training and will 
in time become the teachers of our colleges 
without any experience in general practice. If 
this policy should be carried too far it would 
close the door to the general practitioner for 
teaching positions. There would come a time 
when the future general practitioners would 
be taught entirely by men who had never had 
experience in general practice. This, surely 
would not be desirable. Not only should the 
door to post-graduate education be open wide 
to the general practitioner, but there should 
be a ‘‘Welcome’’ sign on the door. It is this 
‘‘Welecome’’ sign that attracts nearly one hun- 
dred of our graduates to the United States every 
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year, and too often the best of them do not come 
back. 

In addition to the training of specialists, 
several universities give short or indeterminate 
courses for graduates. In one instance post- 
graduate lectures are given throughout the 
university session. In at least two schools 
advanced laboratory courses are given to recent 
graduates who wish to engage in research. One 
gives special courses in industrial hygiene and 
school hygiene. Two schools at least give the 
general practitioner an opportunity to spend 
as much time as he chooses in following up the 
undergraduate clinics during the college ses- 
sions. Several of the schools have short post- 
graduate courses annually open to all graduates 
in medicine. The announcement of one of these 
is so attractively phrased that I take the 
liberty of quoting it: 

‘‘The object is in nowise to train specialists 
in any branch of medicine or surgery, but to 
afford an annual opportunity to the general 
practitioner to witness with a minimum ex- 
penditure of time and energy the practical and 
clinical application of those methods of diag- 
nosis and treatment which have come into use 
since his own graduation, or which on account 
of local conditions he may have hesitated to 
adopt in his own practice.’’ 

The difficulty of combining post-graduate 
and undergraduate work has suggested the idea 
of organizing separate post-graduate schools 
having .their own teaching hospitals. Ob- 
viously, such a scheme could only be carried 
on in the large centres and would require uni- 
versity or private financial backing, or both. 
It could utilize the university teachers who 
were nearing the age limit to the advantage 
perhaps of both university and teacher. In 
this connection I may quote a very valuable 
paragraph from a recent letter from Dr. Hattie 
of Halifax. He writes: 

‘‘T am strongly of the opinion that the Can- 
adian colleges should co-operate in the endea- 
vour to concentrate post-graduate teaching, 
where the greatest amount of clinical material 
is available, and that exchange of teachers 
should be effected when practicable, in order to 
give a national colour to the courses. It seems 
to me that with real effort we should be able to 
so organize post-graduate teaching that few of 
our men would feel it necessary to go across the 
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line in order to get what they want in this par- 
ticular.’’ 

I am sorry that Dr. Hattie is not present, but 
I may remark that he is a firm and ardent be- 
liever in a closer union of the provinces than 
confederation has yet brought about, and I do 
not think that one can over-emphasize the point 
he stresses. To proceed. 


Post-graduate education in Canada: extra- 
mural work.—It is now some years since exten- 
sion lectures in medicine were undertaken by 
Canadian universities. In Ontario up until 
June, 1921, these lectures were given on request, 
and beyond simple announcement no special 
effort was made to secure audiences. At this 
time the Ontario Medical Association entered the 
field as impressario and advertising agents. 
Briefly the plan adopted was as follows: 

Lists of subjects and lecturers were submitted 
by all the universities, and in a few instances by 
medical societies. From these a schedule of over 


three hundred subjects was compiled and sent 
out to all the county medical societies in Ontario. 
The societies were asked to choose subjects on 
which they desired lectures and to notify the 


central office of the Ontario Medical Association. 
The names of the men who were prepared to 
lecture on these subjects were then sent to the 
societies and from them a choice was made, dates 
set and the details finally carried out through 
the central office. At first each society was 
given the privilege of having four lectures an- 
nually. This number was increased to six and 
finally to eight. 

These lectures have been delivered without 
expense to the county societies. All travelling 
expenses and a small honorarium have been paid 
through the Ontario Medical Association. For- 
tunately, at an early stage of the movement, the 
leaders of the Ontario division of the Red Cross 
took an interest. They saw in it better medical 
service to the public and made a grant of $5,000 
a year for three years. This has taken care of 
about two-thirds of the expense, while the bal- 
ance has been paid by the Medical Association. 
As already stated the universities have borne the 
chief part in the providing of lectures. The lec- 
turers themselves have been willing at all times 
and have gone to almost every corner of the 
province. It was the business of the Ontario 
Medical Association to create the demand, and 
you will realize how successful its efforts have 
been when I tell you that in three and a half 
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years 750 extension lectures have been given in 
the province. 

You. will notice that extra-mural work as it 
is being carried out in Ontario does not wait for 
the individual to apply but goes out to seek 
positions everywhere. It is an organized effori 
to influence educationally the whole medical pro- 
fession. It is being conducted on a large scale 
and involves the expenditure of time and money. 
The doctors in Ontario ask that it be continued. 
The Canadian Medical Association would like to 
extend it from coast to coast. The American 
Medical Association has been keenly interested 
and proposes now to inaugurate a similar move- 
ment embracing every state of the union. One 
may well ask whether all this is worth while. 
The answer must take into account the effect of 
environment on those who practice medicine. 

With a few notable exceptions the men who 
attain eminence in medicine are dwellers in 
cities, and yet a close acquaintance with the 
medical profession outside of the larger places 
will reveal here and there men of outstanding 
ability. They may not be able to discuss the scien- 
tific aspects of modern medicine; they may be 
ignorant of the more refined methods of diag- 
nosis; but they can use the tools of knowledge 
which they have, with unerring precision. They 
have learned to use these tools under the drive 
of a personal responsibility to patients whose 
lives may depend on their judgment. But they 
have been hampered in their development by 
their environment. They have lacked the stimu- 
lus of daily contact with their fellow practi- 
tioners. They have had to learn from books 
rather than from men. They have missed that 
greatest of all incentives to reading, namely, 
association with students. Too often they have 
had to work without the aid of the laboratory 
and too often they have gradually become skep- 
tical as to its value as an aid in diagnosis. 

' Now the object of the extra-mural work al- 
ready described is to organize or to stimulate 
into activity county medical societies, to bring 
together frequently groups of doctors living 
within reasonable distance of one another, to 
provide speakers who would not only give infor- 
mation in regard to the latest things in medicine, 
but who would bring a new interest and enthus- 
iasm to the work of the rural practitioner. In 
other words, the aim has been to give him so 
far as possible the advantages which surround 
the doctors in the teaching centres. 
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It has been interesting to watch the develop- 
ment and results of this movement. Sometimes 
at first there was a good deal of local inertia and 
the attendance at meetings was small. This was 
considered a strong reason for urging more meet- 
ings, and sooner or later out of the original fail- 
ure there grew a strong and enthusiastic society. 
At first speakers reported that there was little 
or no discussion of their papers; local men were 
diffident about discussing questions which they 
were accustomed to approach from the stand- 
point of experience rather than of scientific 
knowledge. To-day discussion is generally free 
and the meetings are more profitable, not only 
to the local men but also to the visiting 
speakers. 

It has been the aim of the Committee on Edu- 
cation of the Ontario Medical Association to 
have the programmes of the county society meet- 
ings supplied in part at least by local members, 
and this has been strongly urged from time to 
time. An effort has also been made to substi- 
tute clinics for lectures and papers wherever 
possible. Both of these objectives have been 
realized to some extent. Recently at a district 
meeting the excellent programme was almost en- 
tirely provided by men from the smaller places; 
and one came away with the conviction that 
country and small town practice offers a rich 
field for clinical research. 

After all, the ultimate test of the value of this 
intensive extra-mural work must be this: Is it 
for the public good? If through this educa- 
tional influence on the whole medical profession 
it should lead here and there to earlier diag- 
nosis and more effective treatment the public 
will gain. It is scarcely necessary to add that 
the doctor’s income will not increase but rather 
diminish. If it makes the country more attrac- 
tive to the recent graduate it will help to solve 
the serious problem of inadequate medical ser- 
vice in the outlying districts. If it should stimu- 
late some men here and there to cultivate the 
hitherto scarcely touched fields for medical re- 
search in general practice, it might benefit not 
only our own Canadian people but the world at 
large. Extra-mural post-graduate education as 
earried on during the last three and one-half 


years costs money. If it is to be extended 


throughout Canada, it will mean an expenditure 


of $30,000 a year. It is a movement for the 
people. Where is the money to come from? 
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Dr. L. J. Austin (Kingston): I feel somewhat 
diffident about offering any criticism or any observations 
on: medical education in Canada, having had only three 
and a half years.in which to study the matter. I should 
like, however, to point out certain things in connection 
with medical edueation in England, because we sometimes 
get comparisons between conditions in England and those 
in Canada whieh are unfair. Ordinary medical educa- 
tion in Londom covers a: five-year period, and the boys 
come to the mediersehoot tater in London than they do 
in Canada, many of them coming from Oxford and Cam- 
bridge, where they start their true medical studies, 
at the age of twenty-two or twenty-three years. In the 
ordinary course of things medieal. education in England 
—I do not know about Scotland—is based on three years 
of clinical study. This is not purely clinical, because 
a certain amount of anatomy is still carried on as well 
as some physiology. The point I want to make is that 
the two systems are really incomparable, inasmuch as the 
clinical year in London is one of fifty weeks and not 
thirty-two. Once the student has begun his work in 
the wards he is lucky if he gets a fortnight’s holiday 
in the year, and therefore, during the time they put in, 
the students must necessarily get a broader view than 
they do here. The amount of didactic lecturing is quite 
negligible, and all clinical teaching is done in the wards 
and on out-patients. The consequence of this is very 
grave: no man can go into medicine in London unless 
he has a father to pay for him because there is no 
opportunity, and absolutely no arrangement is made to 
render it possible, for the student in any way to make 
his own living and thus to help himself through college. 
This of course has resulted in medicine becoming a much 
more closed thing in London than it is in this country. 
I am speaking from the point of view of what I have 
seen at Queen’s University, where many men in the 
summer months have been able to make very nearly 
enough money to put themselves through the university. 
The two systems therefore, are really incomparable. I per- 
sonally am a specialist; I want that understood. And 
I might say that I am in an impossible position, for I 
am supposed to be a specialist in all branches of sur- 
gery. We know that that is impossible in a way, 
although it is perfectly good enough for teaching surgery 
up to the time of graduation, because anyone can pre- 
tend to be a specialist in any one branch of surgery with- 
out post-graduate work. The amount of post-graduate 
work done by a student in the Old Country is vastly greater 
than it is here; the student must put in three or four years 
in a big hospital, and it is absolutely necessary for him 
to pass a Fellowship examination if he means to get 
an appointment. That means that a man who does sur- 
gery in the Old Country must undergo a long period of 
special training. The pros and cons of what one might 
call the closed class of surgeons as produced by the 
Fellowship examination in the Old Country, I will not 
argue. There are many points of view to be taken on 
both sides. I want to make an appeal on behalf of the 
student, for whom a word has been said by Dr. Bazin 
and Dr. Martin. Where shall we stop? We have seven 
years now, and a period of eight years is being required, 
so that the strain is enormous not only financially but 
mentally as well. Where are we going to stop? We 
passed a resolution yesterday providing that pre-natal 
and post-natal hygiene should be added to the curriculum. 
What next are we going to have? I do not know, but 
I venture the opinion that something else will be sug- 
gested next year. We have embraced in the curriculum 
now the major subjects in surgery and we have got to 
the stage where we are trying to turn out men who 
will not be actively dangerous to the public. We are also 
insisting, and rightly, that they must put in another year 
in hospital. I find with my students that in the inten- 
sive thirty weeks given them they reach a stage in which 
every new fact inculeated drives out some other. I agree 
with everything that has been said about not attempting 
to make specialists; but what are we to do? It is hard 
enough to make a uniform man with broad principles 
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who can apply them to his patients afterwards; but 
this increase in the number of subjects, I look upon as 
a grave danger. I could make allowance for physiolo- 
gists, but it is not my intention to do so. 

Dr. J. C. CONNELL (Kingston): It strikes me that 
what we need is something to stabilize medical education 
rather than to standardize it. The condition of flux in 
which we find ourselves is apparently becoming aggra- 
vated, so that we hardly know where we are. During 
the twenty years that I have been on the medical 
faculty this tendency seems to have been increasing. 
When I took charge we had a four year course; we have 
passed into a five year course, and about the time the 
war came a movement was introduced to have a six year 
course, and that is in process of development. Now there 
is a movement in regard to an interne year. What is to 
be the attitude of the medical school towards this interne 
year, which in Ontario is now taken by 97 per cent of 
the graduates? What is to be the attitude of the schools 
and licensing bodies towards making this a permanent 
requirement? That is something we must consider. My 
attitude at the present time—and it is constantly chang- 
ing in the light of experience—is definitely against op- 
tions in the medical course and against the introduc- 
tion of cultural subjects in a purely medical course, that 
is to say, of cultural subjects in a five year medical term. 
That is my attitude at the present time. 

I think that something may result from this Con- 
ference, continued from year to year. If the programme 
committee or something like an educational committee, 
studied this question carefully we might be able to suc- 
eeed in having a definite minimum standard preliminary 
education which the Conference could unanimously sup- 
port as a recommendation to the medical schools. What 
I have in mind is a definite minimum, leaving the uni- 
versities and medical schools to develop for themselves 
beyond that point, and to work out the details in their 
own way. 

Dr. Houston (Charlottetown): I should like to 
refer briefly to Professor Macleod’s excellent paper, 
in which there is food for thought for us in Prince 
Edward Island. Those of you who are connected with the 
universities know that our Prince of Wales College enjoys 
a certain reputation by reason of the graduates whom it 
turns out. But we have at the head of the college now 
a man who seems to think that mathematics and science 
generally should have very little place in the curriculum. 
If a student knows his Latin, French, English, and his- 
tory, especially the history of Rome and Greece, appar- 
ently that is about all he requires, in the opinion of 
the principal of the college. I feel that we are going 
behind in the scientific subjects and I do not know how 
the Conference can help us. I am wondering whether 
a resolution or some recommendation could be made from 
the Medical Council to the educational authorities of 
Prince Edward Island on this subject. It seems to me 
that a very useful purpose would be served, from our 
point of view, if the Prince Edward Island government 
could be made aware of the facts which have been so 
forcibly presented to us this morning by Professor 
Macleod, so far as they relate to the requirements for 
entrance to a medical school. I feel strongly on 
this point because I have a boy going through Prince 
of Wales College and I am positive that the course lacks 
in the respects I have mentioned. I have talked to the 
board as well as to the principal of the college, Dr. 
Robertson, about this matter, but Dr. Robertson seems 
to think that medicine is only a study leading up to 
insurance or something of that kind. 

Dr. G. R. CRUIKSHANK (Windsor): Quite naturally 
the discussion so far has come from the teachers, as it 
should, and I want to congratulate the Conference on 
the very excellent papers which we have had and to 
express as far as I can, as an ordinary every-day prac- 
titioner the appreciation which I am sure the medical 
profession as a whole has for what we have heard. How- 
ever, I want to give the Conference a point of view from 
the other end of the line; I want to refer to the prac- 
tical aspect of the matter. In the border cities we have 
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about one hundred practitioners, 90 per cent of whom 
do anything that comes along in the way of laparotomy. 
I am not saying that this is as it should be, but it is 
the fact nevertheless, and this will continue. The grad- 
uates will go into practice and keep on doing this. If 
we could devise some means of increasing their education 
along these lines, if we could increase their dexterity, 
we should be doing something for the general public. 
It has been stated that the medical profession is harassed 
by manufacturers’ agents who try to sell their products 
and who, in order to dispose of their goods, resort to 
all sorts of methods. Well, it seems that a lot of prac- 
titioners are handicapped in other ways; they object 
to the fact that some irregulars carry on a thriving busi- 
ness to their detriment. I have asked some young grad 
uates how often they have seen tonsils treated with 
electricity, and to what extent they have seen the ultra- 
violet rays used, and invariably they reply that they have 
seen very little done in this direction. The practitioner 
must consider not only the curative effect of remedies, 
but as well the comforting influences on the patient. I 
believe that this is really the only active agency in all 
these things, and I hope that this method will not only 
be taught but will be applied as well. One of the most 
successful post-graduate schools I know of is that 0% 
Vienna. The teachers have nothing to say about the 
course they teach. The students get together and dis- 
cuss what they want, and I believe that is why Vienna 
is as popular as it is. One of the duties of the council 
is to protect the public. I think it is the duty of the 
Medical Council to see to it that any man who ealls him 
self a specialist should have some some special experience 
and education entitling him to the distinction. I have 
been urging upon my council for the last fifteen years 
the advisability of holding an examination for specialists, 
and I hope the principle will be adopted. There is a 
large amount of operative surgery being performed at 
present in the country; those who undertake this work 
should undoubtedly be possessed of the necessary qual- 
ifications, the dexterity and deftness which are essential. 
I do not believe that our medical schools are doing 
enough in the way of teaching physical therapeutics. 
Dr. T. S. McKisspen (London, Ont.): I believe 
that some of our universities could do more than 
they have done in the past or are doing now in the grant- 
ing of diplomas not only on the basis of academic ex- 
cellence but also from the point of view of personality. 
Those who are connected with licensing bodies will catch 
the drift of my remarks because not only the graduates 
of our schools but others too run amuck. Whenever we 
are considering matters of curriculum we should be care- 
ful not to overlook the importance of ethical standards. 
Dr. W. A. ReEHFUSS (Bridgewater, N.S.): As a 
country practitioner I cannot fail to take this oppor- 
tunity of expressing myself as being absolutely in agree- 
ment with what Dr. Cruikshank has said. I think it is 
the duty of every practitioner to cultivate a sympathetic 
understanding of his patients. I do not think there is 
any profession which comes more in contact with things 
that are heart-rending than do medical men, and this 
is especially true of the country practitioner. Personally, 
I believe that all universities should strive to fit every 
student to handle emergency surgery. Often a doctor 
in the country is confronted with a ruptured appendix 
or something of the kind and is placed in a position in 
which any treatment other than radical surgery must 
of necessity fail. If in the country districts immediate 
surgical aid were available, even though from a hand 
not quite as deft as one might expect, a great many 
more patients would be saved; certainly in many cases it 
would be better that a careful man should operate 
promptly than to wait for four or five hours before 
assistance could be had from a so-called specialist. An 
attempt should be made by the universities to see that 
every graduate has sufficient skill to be able to take 
care of emergency surgery with some degree of success. 
I agree with what has been said on the subject of 
specialists. I think that there are a great many men 
who, if the test of an examination were applied tu 
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them, would be unable to describe themselves as 
specialists. 

Dr. H. H. ArtHuR (Sudbury, Ont.): I was rather 
struck with Dr. Cruikshank’s statement concerning the 
equipment of graduates. It reminded me of an inci- 
dent that is related in one of the American text-books 
on obstetrics. The author tells of a very old practitioner 
somewhere on the Pacific coast who was called upon 
before he died to give his opinion of the new doctors who 
were coming into the place. The old gentleman said 
that in his experience he had found that the young doctor 
was all right but that he had one fault—he knew too 
much that was not true. According to Dr. Cruikshank, 
however, we are at present turning out young men who 
do not know enough. In the course of his remarks Pro- 
fessor Martin spoke of the limitation of the number of 
students. For some years we in Canada have been man- 
ufacturing doctors for export, and no doubt there is a 
good deal to be said on this point. But I wish Professor 
Martin would tell us what means are being adopted to 
limit the number of students. This is a very important 
question and the method of this limitation is one that we 
hear discussed in the country a good deal. The opinion 
is held by many that the determining factor in the long 
run, owing to length of course and other considerations, 
will be one of finance. 

Dr. S. L. WALKER (Halifax, N.S.): My lack of 
special knowledge has kept me silent before the wisdom 
of so many who are specially qualified to speak on the 
various subjects that have been presented to the Con- 
ference. However, there is one question which has been 
brought up this morning that appeals to me strongly, 
and all this talk that is carried on in connection with it, 
no doubt is that we may better serve the public in pre- 
paring medical men for their work. What is it that the 
public needs? It is medical service. And where does 
that service come from? From the medical practitioner. 
And the general practitioner is to be found in the rural 
and urban sections of the country. We are turning out 
a large number of graduates who are looking tod the 
United States, and the crying need in Canada to-day is 
te turn out men who will satisfy the needs of the scat- 
tered rural sections of this great country. From what 
the western men say, one would imagine that only in 
western Canada were scattered rural districts to be 
found, but the little province of Nova Scotia presents 
a considerable problem in this regard; for in that pro- 
vince there are stretches of country of thirty, forty and 
fifty miles that are served by one medical man without 
a trained nurse to assist him in his work. I think our 
medical schools should turn out general practitioners who 
can safely be permitted to go and take up the burden 
that confronts them in the scattered rural sections where 
at present there is very little possibility of affording 
the people the care and attention they need. Perhaps 
the Conference might be able to think of some method— 
perhaps by means of a bonus or an honorarium, or possi- 
bly a scholarship—of encouraging students to take their 
course and in return guarantee that for two or three 
years they would serve those sections of the country 
which at present are not being looked after. We need 
general practitionrs above all, and after they have been 
in practice they can then become specialists. 

Dr. H. W. Hit (London, Ont.): I want to call 
the attention of the Conference to an academic point, 
and that is, the classification of subjects into cultural 
and non-cultural. I do not think this is a wise classi- 
fication. It does not strike me that French, English, 
history, and philosophy are in themselves cultural sub- 
jects. I have seen them so taught that they had an effect 
quite the opposite of cultivating the student. In my 
Opinion the classification of subjects into cultural and 
non-cultural is a matter of the method of teaching alto- 
gether. As a matter of fact I have known physics to 
be taught in such a way that it constituted a course 
of culture; the moment the professor of physics decided 
to teach this subject with that idea in mind he found 
the principle a sound one. Men can get just as much 
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culture from anatomy, taught as it should be taught, 
as from philosophy or ancient Greek history, taught as 
these subjects frequently are. 

Dr. D. S. MacKay (Winnipeg): I must express 
my appreciation of the papers which have been contri- 
buted by Professor Macleod and Professor Martin. I 
think the time has come when this subject must be more 
seriously considered, and this Conference opens the way. 
We believe in a sound preliminary education followed 
by a thorough medical course. I heartily concur in the 
view that the period now allotted for a young man going 
into university for graduation in medicine has reached 
the limit. I think the economic limit has been reached. 
I agree with Dr. Martin that the young man in a uni- 
versity to-day is faced with a problem which only the 
strong will survive. He works from eight or half past 
eight in the morning until five or six at night and in 
his final years he must attend obstetrical clinics—and 
obstetrics come on in hours over which he has no control. 
The student, then, is working at high pressure and has 
no time for consideration of the subjects he is taught 
in the day. As a matter of fact he has no time to think 
for himself. We have found this not only with our own 
students but with students from elsewhere. So far as 
the question of curriculum is concerned, I think we in 
Manitoba are now arriving at a fairly satisfactory solu- 
tion. We have a two year pre-medical course and five 
years of an actual medical term, with a final interne year. 
That is seven years altogether. We have no intention 
of increasing the period; to do so would be economically 
unsound. We have very little difficulty at present in 
increasing the number of our students, although the 
question may arise as to the placing of them. There is 
a large hospital in Winnipeg which can accommodate 
a good many of them. The hospitals in which our stu- 
dents are placed are carefully selected and the system 
is working out satisfactorily. I think that the limita- 
tion of the number of students is an important point, 
and the problem of finding hospital appointments for 
them will no doubt to a certain extent control this situ- 
ation. We are up against a problem in that regard. It 
is claimed that all British subjects resident in Manitoba 
are entitled to education if they are capable of fulfilling 
the requirements. That may be right, and we do not dis- 
pute it. At the same time the facilities for giving a man 
a good sound education must be limited by economic 
considerations, and we can, I think, satisfactorily take 
care of fifty men in the graduating year. At the present 
time we have sixty-four working over capacity, and if 
there were some means of having such a conference as 
this pass some form of resolution it would strengthen 
our hands materially. We are endeavouring to deal with 
the situation ourselves, but it is always well to have 
outside help. I greatly appreciate the stand taken by 
Professor Macleod and Professor Martin and I am sure 
that their addresses provide a great deal of food for 
reflection. 

Dr. F. W. Routitey (Toronto): I rise as a general 
practitioner to make one simple statement regarding the 
present day graduate of our universities. It has been my 
privilege in practice during the past ten years to have 
associated with me a considerable number of graduates 
from our Canadian universities. They have usually been 
of high standing in their year and I have greatly ad- 
mired their academic training. But I have sometimes 
wondered whether the present-day university was not fall- 
ing down in regard to some other things than the simple 
study of scientific medicine. I make this statement, be- 
cause after all our duty is to the public and in order 
to obtain the best results we should make the best 
possible impression on the people with whom we have 
to deal. You cannot possibly expect to get the best 
results in any department of labour unless the people 
with whom you deal have absolute confidence in your 
ability. While there never was a time in the history 
of Canadian medicine when the graduate was as well 
qualified to practise his profession as he is to-day, at 
the same time I think that some attention should be 
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paid by universities to the attitude of the young doctor 
towards his patient and his patient’s family. In this 
regard, I think there has been some remissness in the 
universities in the last few years. 

Dr. W. H. Harrie (Halifax, N.S.): Dr. Routley’s 
remarks have stimulated me. One of the things that have 


impressed me at Dalhousie is the fact that most of our | 


students have been taught medicine as practised in the 
hospitals and not in the homes, and our endeavour now 
is to make such arrangements as will enable students 
in their five years to get some opportunity of going 
into the homes of people and learning something of social 
conditions which will have a bearing on their practice 
afterwards. We are endeavouring also to let the students 
see as far as possible the way in which various organiza- 
tions that are interested in public health are carrying 
on their activities. The work of the Halifax Dispensary, 
the work of the Victorian Order of Nurses, and the 
welfare work of the Massachusetts Health Commission 
are all being carried on from offices in the Public Health 
buildings, and the students, while not having their at- 
tention particularly directed to these organizations, 
nevertheless have an opportunity of seeing the way in 
which the work is done and the way it may be coordin- 
ated with their future activities. One of the things I 
noticed immediately upon taking over the duties, which 
I have recently been endeavouring to discharge, is the 
fact that students of the first year do not realize that 
they are medical students at all. They are unable to 
see the particular bearing of the subjects of that first 
year on the medical course. We have been able to get 
over that difficulty to a large extent by arranging’ for 
a weekly conference with members of faculty. We have 
also succeeded in interesting members of the faculty of 
arts, who are also members of the faculty of medicine, 
in the particular points in connection with their teach- 
ing that apply to medical students. This has worked 
out in an unexpected way. They have discovered that if 
they pause long enough to call the attention of a medical 
student to some point which they are demonstrating it 
intensifies the interest of the art student, so that in 
consequence not only the medical student is benefited, but 
the other students as well. 

Dr. H. W. McGitt (Calgary): I should like to pay 
a tribute of appreciation to the three papers that have 
been delivered this morning, and I am sure that had 
I been two days late my trip would still have been worth 
while. I am not in a position to discuss the subject 
matter of the papers, but Dr. McKibben has I think, 
brought out an important point. It is essential that a 
high standard of ethics should be observed. The licen- 
sing body of Alberta has had some experience in this 
regard. We have nad men applying for registration 
whose conduct in certain respects was not what one 
would expect. It is quite evident that they have not 
the most rudimentary ideas of honour and honesty and 
it gives us great misgiving as to what their character 
will be later on when they become practitioners; there 
is reason to fear that in very many instances they will 
not reflect credit upon the profession. What the solu- 
tion of this difficulty is I do not know, but undoubtedly 
all licensing bodies will have to face the question. 
I do not think that the misfortune is to be attributed 
to any defect in university training, because I believe 
that when a man comes te the university with such 
a mental twist no amount of training will eradicate 
it. The careful selection of students might prove a 
way of meeting the difficulty, but there is no doubt 
whatever that the difficulty exists. 

Dr. Ower: I should like to emphasize this par- 
ticular point which I think is one that might come up 
for discussion at the next conference. 


THE CHAIRMAN: I fear that further discussion will 
have to be deferred until the Conference meets again 
unless it is the desire of the meeting that we should 
continue this afternoon. I-shall now call upon Dr. 
Young. 
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Dr. Gro. S. Youne:. If I am in order I would like 
to say this: I am very glad that Dr. Martin, and I 
think Dr. Hattie, stressed the importance of early cor- 
relation of the scientific subjects with the clinical 
problems that come after. We have swung too far 
away from the old apprentice system, and the result 
is that medical education is not a superstructure based 
on a solid foundation, but a house in which the scien- 
tific subjects are away in the cellar, and when the 
application of these subjects is required in later years 
the student has forgotten where to find them. It seems 
to me that early correlation of the scientific subjects 
with the application of the science in later problems is 
a very important matter, and I am sorry that the ex- 
treme importance of this subject of medical education 
is somewhat overshadowed. I was just about to move: 

That this Conference heartily approves of the extra- 
mural post-graduate work as carried out in Ontario 
during the last three and a half years, and urges that 
every legitimate effort be made by the Canadian Medical 
Association to secure funds whereby this work may be 
extended to all the provinces in Canada. 


Dr. A. T. Bazin: 

Motion agreed to. 

Dr. C. F. Martin: I will try briefly to answer 
the various points that have cropped up since the 
papers have been read. 

First of all, in response to Dr. Arthur’s inquiry 
with reference to the selection of students. I may say 
we stop really at nothing in the way of selection of 
students. We do not allow any written law to domin- 
ate our selection. Of course, every candidate who 
comes to McGill for the medical course must fulfil cer- 
tain preliminary requirements. As to his knowledge 
of the preliminary sciences, in that, too, we make 
fairly high demands. A man who was exceptionally 
good in two of the three preliminary sciences might 
be admitted if deficient in the third, provided his at- 
tainments in the other two were of a very high order. 
I am merely giving that for example. That is one 
thing, his knowledge. 

Second, there are the cultural requirements. Every 
man must write a letter of application in his own hand- 
writing; we do not accept typewritten letters of appli- 
cation. He must also send his photograph or have a 
personal interview, and we prefer the personal inter- 
view. If a man has the qualities of heart and head 
and breeding, as I said in the paper I read, those are 
the three requirements above all others that concern 
us in the selection and admission of students. In 
order to illustrate that point I have just got figures 
from Dr. Simpson. In the course towards the study 
of medicine, fifty-four students were already in the 
pre-medical years. That left forty-six vacancies in 
the first year of medicine—we accept 100 only. In 
order to fill those forty-six vacancies we had to select 
from 285 applicants coming from all over the United 
States and all over Canada. That selection might seem 
to be a little difficult, but as a matter of fact so many 
factors can come into it that we are able to eliminate 
without very much difficulty. Dr. Simpson is a past 
master of that, and he undertakes the responsibility 
of selection almost entirely; only now and then in 
special problems is there a consultation of the com- 
mittee. 

I would just like to combine one answer to Dr. 
Cruikshank and Dr. Fred Routley. I had anticipated 
the remarks that have been made with reference to the 
general practitioner and the service he renders to the 
community. The teacher in a university should always 
in his elass work stress the importance of service. 
That is an obvious thing; it may not be done enough 
I think the success of the work of the practitioner 
depends almost entirely upon his knowledge of the 
fact that the first thing to do is to make his patient 
comfortable; not to make a blood chemistry test, not 
to make a diagnosis of his immediate need,.or a diag- 


I second that. 
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nosis of his ultimate scientific condition. Perhaps in 
our universities we fail to ineuleate that principle 
sufficiently; I will admit it, but the effort is made, 
and more and more stress is being laid in all our 
universities on the importance of it. 

I would like to ask Dr. Aikins, privately, by what 
methods the university can teach the student before 
he graduates to do a lobectomy operation with skill. 
We are supposed to teach the men how to study so 
that after that they may become doctors. 

I would like just to thank Dr. Hill for what he 
said about cultural training, because practically every 
subject can be so treated as to impart cultural train- 
ing; I think his interpretation of that is correct. 

Dr. J. J. R. MAcLEoD: Dr. Martin’s reply to sev- 
eral questions is in exactly the same terms as I would 
have replied to them, and as the medical faculty in 
Toronto would have. 

With regard to the use of the terms cultural and 
non-cultural, I am sorry there has been perhaps a mis- 
understanding here. That is merely a convenient label, 
for the division of the subjects, and I would be the 
very last to subscribe to the principle that there is not 
as much cultural training in anatomy and physiology 
and medical subjects strictly as in Latin or Greek or 
divinity or anything else. The terms are used only for 
convenience. 

With regard to the suggestion as to the advis- 
ability of teaching elementary science and mathematics 
in the schools, I feel the result of the extended debates 
that have taken place all over the English-speaking 
world on this subject has been to show that it is ad- 
visable to give a certain amount of training in these 
subjects in our high schools. Unless the young mind 
is trained to think in terms of science early, it is 
very difficult afterwards to make successful progress 
in these fields. 

With regard to the importance of psychology, that 
I think has been indirectly stressed in the discussion. 
One cannot teach the student to deal even with his 
normal fellow-men, much less to deal with his diseased 
fellow-men in a humanistic way by romantic courses 
in psychology, but they do give him a basis; they give 
him something to think about, and they stress to him 
the importance of dealing with the human mind along 
the same principles that he deals with any other 
academic subject that can be systematized. 

Lastly Dr. Connell has asked the question, or 
rather he has done more than that, he has given the 
negative to the question whether cultural options 
should be a part of the medical curriculum. Let me 
explain: These cultural options as given in the Univer- 
sity of Toronto do not take more at a maximum than 
five hours a week for the first three years of the course, 
and they are designed merely for the purpose of 
enabling the student to know the value of what he has 
learned in these subjects in the school. It does seem 
to me a shame that a student should be brought to a 
large university merely to be taught the technique of 
his profession. He should be given the opportunity at 
least of seeing what a college course in the subjects 
of his high school means, what the difference is be- 
tween the university outlook with regard to these sub- 
jects, and the school outlook. For these reasons, there- 
fore, I believe where it is possible to do so, a limited, 
a very limited amount of so-called cultural study 
should be offered to the student. 


THE CHAIRMAN: I think it is obvious to all mem- 
bers of this Congress that we have simply touched the 
very fringe of this question. I think the discussion so 
far has been most useful, because it has been presented 
by men who are engaged in education, and enlarged upon 
by men who are in general practice, and I think that is 
a splendid thing, both for the practitioner to know the 
viewpoint of the men engaged in teaching, and on the 
other hand, for those engaged in teaching to know the 
viewpoint of the general practitioner. That in itself, I 
think, would justify this Conference. Of course, the 
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discussion has not been as full or complete as we would 
like, but no doubt this subject will take a very promin- 
ent place in the next annual Conference. 

I will now call on Dr. Connell to report on behalf 
of the Resolutions Committee. 


REPORT OF THE RESOLUTIONS COMMITTEE 


Dr. J. C. CONNELL (Kingston): I beg to present 


‘the following report on behalf of the Resolutions Com- 


mittee: 
Resolution No. 1. 


WHEREAS the attention of the Conference of 
Canadian Medical Services has been directed to the 
classification of Canadian medical schools by the 
Council on Medical Education of the American 
Medical Association, as published in the educational 
number of the Journal A.M.A., August 16th, 1924. 

Resolved that in the opinion of the Conference 
It is desirable that the publication of this classi- 
fication be discontinued, and be it further resolved 
that the Secretary of this Conference be- instructed 
to communicate with the Council on Medical Educa- 
cation of the A. M. A. stating the desire of this 
Conference in reference to Canadian medical schools 
as expressed in this resolution. 


Dr. J. C. CONNELL: 
received. 
The motion was agreed to, and the report received. 


I move that the report be 


THE CHAIRMAN: Now the report is open for dis- 
cussion. 

Dr. C. F. Martin: I had the pleasure of coming 
down here with Dr. Connell this morning, and asked him 
what conclusions had been arrived at last night in con- 
nection with this resolution, and he kindly told me what 
the resolution was, as just read. It seemed to me at 
the moment quite a harmless thing, which I think I 
said, but on going into breakfast I purchased the valu- 
able morning newspaper published in Ottawa, and that 
has given me reason to think more seriously about this 
matter, and also to reconsider my view that the thing 
is as harmless as at first seemed. May I just read the 
headlines, in case some of you have not seen the report? 
In large type appears this: ‘‘Strong Protest Against 
Report of U. S. Doctors—Dr. Connell Hotly Resents Un- 
invited Act of Foreign Body’s Classification of Can- 
adian Schools.’’ Of course Dr. Connell never hotly 
resented it. I am going to move an amendment, if 
necessary, but I want to say this, for the sake of the 
Canadian medical profession, and for the sake of the 
importance of this Conference being properly recognized. 
I hope nobody is so small-minded or unkind as to think 
that I, happening to belong to a school which was classed 
in Class A, would want to ignore the implication that a 
sister school, very worthy, has been treated unfairly, 
inasmuch as mg proper supervision of the school was 
made prior to that réport; but I want to speak about 
it on the broader lines in connection with this Con- 
ference. This report printed in one of the Ottawa 
pers I take it is liahle to be copied and circulated by the 
Associated Press. It is more than likely it will be. It 
is a contentious article, far more contentious, I think 
than what actually occurred. I do not think the original 
resolution ever meant that such an idea should be con- 
veyed. 
I think the resolution as it now stands, and as i 
may be carried to our friends on the other side of the 
line, coupled with this strong protest as advertised in the 
Associated Press, would be construed in a way as an 
unfriendly act. I think it is an unfriendly attitude for 
us to take an eye for an eye, if such were the intention, 
with our friends to the south. I have learned from my 
good friend Dr. Bazin a new interpretation of the word 
harmony. Perhaps it is justifiable under certain con- 
ditions. He says if we are going to promote harmony, 
the first thing is we must not allow ourselves to be tram- 
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pled upon. I do not like to be trampled on any more 
than anybody else, but I think there is a point of ex- 
pediency here, and that a satisfactory solution of this 
problem can be arrived at in another way. I had in- 
tended to say nothing about this, for I am entirely in 
sympathy with any of the schools that have been un- 
happily treated in this matter, and will do all I can 
personally to avert the criticism. 

But let me say just this, in explanation, as I see 
it. The American committee have decided on this for 
their own purposes. We have nothing to say about what 
the American committee on education want to do for 
themselves. They are entitled, if they like, to make 
a survey for their own purposes. We can refuse to give 
them any help when they come to us, but they are 
entitled I think to say this: ‘‘They do it because our 
students apply to them for positions, students of every 
university.’? And that is where I think Dr. Connell 
naturally feels resentment, and so. might other schools 
if they have been unjustifiably treated. But the question 
is, is this the best way to handle it? What will happen? 
We send on this resolution and ask that they do not 
publish their reports on our schools. It seems an ordin- 
ary, simple thing, but what would happen if it becomes 
a fait accompli, and no further report is issued by the 
American committee, and the resolution simply requests 
that nothing be published in future? It simply means 
they will accept that status quo of 1924 for all time. 
What evidence have they got? Unless we invite more 
friendly relations it means that we are going to suffer; 
at least, McGill and Toronto won’t suffer, but Queen’s 
will suffer, and the others that are put in that unfor- 
tunate position; they will suffer because the status quo 
of 1924 will remain. 

I think it will reflect discredit on us all if it is done 
in that way. There is an Association of American 
Medical Colleges in relation to the American Committee 
on Medical Education, and I would suggest that instead 
of this action being taken, that at all events an effort 
be made by personal interview, if you like, by each 
university undertaking to communicate privately with 
the colleges or with the committee. Some of us will be 
very glad to take it up with them for the protection 
of the schools concerned. We will do anything you like 
in that way that we can. We are, of course, sympathetic 
with the idea of the resolution, but I do not believe this 
is quite the way to do. I do not want to take up more 
time; I could say something further about it, but I 
would ask, in conclusion, this Conference not to place 
itself on record in a way that is undignified or unfriendly, 
but to try and correct this misunderstanding by indi- 
vidual means rather than by a formal request to the 
American Medical Association from this Conference. I 
think we can arrive at our object by other means, and 
I certainly hope we will agree to do so. 

Dr. Jas. M. MacCatLtum: I have always gone on 
the principle that the least said the soonest mended, and 
I hesitate to say anything about this at all. I am in 
sympathy with what Dr. Martin has said, and I sin- 
cerely sympathize with the feelings of Queen’s and the 
other institutions. There is a gentleman named Samuel 
Flexner who is now compiling another report on medical 
education, and I am in a position to know that there 
are criticisms of my university which I do not think are 
justified. I think I also am in a position to say that 
the University of Toronto will not ask anybody to take 
their part. This is a private fight. 

I do regard this with a great deal of apprehension, 
and I am sure that if Dr. Connell will adopt what I be- 
lieve to be the proper method, and will act upon the 
principle of the entente cordiale, he will get results 
which he will have no reason to regret. 

Dr. P. 8. McKissen (London): In London we have 
suffered from the -classification in which we have been 
placed by the Council on Medical Education for a num- 
ber of years, and I grant that the problem is an im- 
portant one. But as I see the situation at present, so 
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far at least as it affects ourselves, I am inclined to think 
that this resolution will do our status more harm than 
good. I know some of the men on this council, and I do 
not understand why Canadian schools should have been 
classified in this way. I cannot understand why, after 
a lapse of several years, the council has seen fit to re- 
classify the Canadian schools. It seems to me that the 
suggestion is a good one, that the matter might be 
taken up privately; it might be the best thing in the 
circumstances to approach sgme or all of these men. By 
this means we should no doubt obtain far better results 
than would accrue from the adoption of this résolution. 
I doubt whether the resolution, if adopted, would reflect 
the real spirit and dignity of this body. 

Dr. G. BR. CRUIKSHANK (Windsor): About forty 
years ago the Russian government sent out a commission 
to examine the medical schools of the world for its own 
information. This sort of thing is not new, and I do 
not think that we Canadians object to anyone inspecting 
our schools. Rather, we are glad to have anyone come, 


and I want to assure Dr. Connell that nothing on earth 
can injure the reputation which his own school enjoys. 


THE CHAIRMAN: There has necessarily been some 
warmth in the discussion of this subject, which is one 
that we have not had really very much time to consider. 
I do not know what this Conference may decide to do 
in regard to the resolution that has been submitted, but 
there are two courses open to us. In the first place, 
now that the matter has been aired, the resolution might 
be withdrawn. On the other hand, however, if we vote 
on the resolution we put ourselves on record as either 
approving of or opposing its principle. If I may be 
allowed to offer a personal opinion, I should think the 
better course would be to withdraw the resolution, seeing 
that the matter has been at least commented upon. 

Dr. Hitt: Subject to your ruling, Mr. Chairman, 
I would suggest that a substitute resolution be enter- 
tained to the effect that it is the sense of the Conference 
that this matter be referred to the individual faculties 
of medicine throughout Canada, to be dealt with as they 
see fit. 


THE CHAIRMAN: That would be an amendment to 
the resolution before the Chair. 

Dr. AmMyoT: I would second that amendment. 

Dr. J. C. CONNELL: As a matter of procedure, no 
resolution of this kind should call for a divided vote. 
I recognize the advisability of withdrawing the resolu- 
tion, and I am prepared to accept that suggestion. 

Resolution withdrawn. 


Resolution No. 2: 


WHEREAS in each province the act requiring 
registration of all medical practitioners was passed 
to ensure safety to the public by protecting them 
against unqualified individuals, many of whom ad- 
vertise themselves as doctors or practitioners, or 
otherwise unwarrantedly presume to indicate an 
ability to treat disease: 


Therefore Be it Resolwed that the attorney-gen 
eral in each province be urged to enforce the laws of 
the province with respect to irregular practitioners. 

Resolution agreed to. 


Resolution No. 3: 


Resolved that the Conference on the Medical 
Services of Canada in session assembled at Ottawa 
on December 20, 1924, records its warmest approval 
of the proposal that the Federal Department of 
Health issue regulations in regard to the potency 
of such drug stuffs as require physiological stand- 
ardization, namely, arsphenamine and its deriva- 
tives, digitalis, pitutiary extract and adrenalin, and 
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urge that all such drugs exposed for sale as stand- 
ardized products should be approved by the Depart- 
ment of Health at Ottawa before being sold, and 
further, that the Conference expresses its gratifica- 
tion that the Department of Health proposes to 
provide the requisites for the adoption of this policy. 

Resolution agreed to. 

Moved by Dr. A. C. Jost, seconded my Dr. H. 
E. Young: 

Resolved: That this Conference suggests to the 
Canadian Medical Association the advisability of 
calling attention, through the provincial and branch 
societies, to the importance of bringing about the 
more accurate reporting of notifiable diseases, and, 
toward that end, the adoption of such courses of 
action as to each provincial medical society seem 
most advisable. 

Resolution agreed to. 


Resolved: That the Federal Department of 
Health be requested to undertake a comprehensive 
inquiry in regard to maternal mortality in Canada. 

Resolution agreed to. 


THE CHAIRMAN: Is there any further business for 
the consideration of the Conference? 


People who are planning a trip abroad often 
debate the wisdom of vaccination or revaccin- 
ation before leaving these sheltered and sani- 
tary shores. Surprising, however, is the news 


of smallpox brought forward in a recent bul- 


letin of the League of Nations. In 1923 the 
United States stood third in the number of 
eases of smallpox reported by some fifty-odd 
countries of Europe, Asia, Africa and other 
parts of the world. It was surpassed only by 
India and Russia. Next higher after its 29,968 
eases come England and Wales with a total of 
2,485. The whole group of countries of north- 
ern Europe—Norway, Sweden, Denmark (these 
three with none at all), the Netherlands, Fin- 
land, Germany, Esthonia, Latvia, Lithuania 
and Belgium—reported only 131 cases of small- 
pox in an aggregate population equal to that of 
the United States. 

Within our own territory the differences are 
equally striking. Massachusetts reported a case 
rate of 0.1 per 100,000 of population; Montana, 
of 110.0. Between these extremes the honors, 
in general, lay with the New England and 
north Atlantic states, the black marks with the 
whole northern tier of states (except Idaho) 
from Michigan westward and down the Pacific 
coast through California. The smallpox rate 
of California is about fourteen times that of 
Japan! 

Obviously if smallpox oecurs a thousand times 
more frequently in Montana than in Massachu- 
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Dr. S. L. WALKER (Halifax): One thing has oc- 
curred to me during these three days, and that has been 
the excellent manner in which the duties of chairman 
have been carried out by Dr. Primrose. Without saying 
anything further, I beg to move that this Conference 
place upon its records its cordial appreciation of, and its 
sincere thanks for the services which Dr. Primrose has 
given in his capacity as chairman of the proceedings of 
this Conference. 

Dr. THORNTON: 
motion. 

Motion agreed to. 


I have pleasure in seconding the 


THE CHAIRMAN: I hope that both the mover and 
the seconder of the motion, as well as members of Con- 
ference, will accept my thanks. 

Dr. CRUIKSHANK: Would it not be wise to express 
the formal appreciation of the Conference of the action 
of the Minister of Railways and the Minister of Health 
in facilitating the proceedings of the Conference? 


THE CHAIRMAN: That is being done by the Ex- 
ecutive of the Canadian Medical Association on behaif of 
the Conference. 


This concluded the proceedings, and the Conference 
adjourned at 12.30 p.m. 


setts, in relation to population, the contrast is 
more than accidental. If countries which have 
been swept by war and famine and disease can 
avoid this scourge, surely it seems unnecessary 
that thousands should be killed or disfigured 
by it in American states which are noted for 
their prosperity, their healthful climates, and 
their excellent record for health administration 
in other particulars. The case rate of smallpox 
in any community is a direct index of the degree 
to which universal vaccination is preached and 
practised. The year just ended will undoubtedly 
see an even higher record than that preceding 
—during its first six months, for which alone 
statistics are now available, almost as many 
eases of smallpox were reported as in all of 1923. 
With a sure means of prevention at hand, and 
the experience of the world to compare with 
our own, every case of smallpox in this country 
means a victory of superstition, ignorance, or 
carelessness.—The Survey, Jan. 15, 1925. 


‘‘Nature is very powerful and what has been 
profitable at one time is at another time use- 
less. God and Nature sometimes do what seems 
to physicians and surgeons impossible.”’ 

‘‘Let him be tender with the sick, honorable 
to men of his profession, wise in his predic- 
tions, chaste, sober, pitiful, merciful. Let him 
take his wages in moderation.’’ 

—Ambroise Paré 
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THE FIRST NATIONAL CONFERENCE OF THE MEDICAL 
SERVICES IN CANADA 


[N this issue of the Journal are presented 

the proceedings of the first: national 
“Conference of the Medical Services in 
Canada.” 

Born and nurtured for some two years 
in the deliberations of the executive 
committee of the Canadian Medical 
Association, the idea gained momentum 
and the support of the various bodies 
interested, and came to fruition with the 
active assistance of the Dominion Min- 
ister of Health. 

No more appropriate place could have 
been found for this meeting than the 
House of Commons in the capital of the 
Dominion. There, for three days last 
December, representatives of Dominion 
and provincial medical organizations fore- 
gathered to discuss problems of common 
interest as affecting directly and indirect- 
ly the health of the nation. This con- 
ference marks a definite milestone in the 
history of medicine in Canada. 

Among the various topics discussed 
were workmen’s Health Insurance, the 
value of local Health Surveys, the Pub- 


lic Health Nurse, the problems of Med- 
ical Education, and the qualification for 
License to Practice. 

All the provinces were represented, as 
well as the medical colleges. Existing 
differences were frankly and freely pre- 
sented and as frankly and freely dis- 
cussed. 

No definite conclusions were reached; 
none were expected; none of the provin- 
cial representatives had plenipotentiary 
powers. But all felt that much progress 
had been made and it is significant that 
at this initial meeting it was unanimously 
decided that the conference should 
become an annual institution. 

The papers presented were of a high 
character and provoked much discus- 
sion. Outstanding in all was the key- 
note of national co-operation and unity 
without, of necessity, the degradation of 
standardization. 

In future conferences the delegates 
will have had the opportunity of getting 
the official opinions of their respective 
bodies and more definite action may 
in some matters be expected. 


A WESTERN IMPRESSION OF THE CONFERENCE 


[® reply to a request for his impression 

of the results achieved by the recent 
Ottawa conference, a Western corres- 
pondent who took an active part in the 
conference has expressed in a letter his 
opinion of its great potential value. 
The great trouble in Canada, he writes, 
is its provincialism in matters of health 
and education, and owing to the dis- 
tance separating the provinces east and 
west, the difficulty with which ideas are 
interchanged halts rapid progress. A 
conference such as this meeting provided, 


acts as a clearing house and is a great 
step towards the attainment by the sev- 
eral provinces of wider and more nation- 
al views. Equally important for co- 
operative action is the establishment of 
a more perfect understanding between 
the different elements that took part in 
the conference—health bodies, provin- 
cial councils, universities, and the ex- 
ecutive of medical associations. Each 
of these bodies has its own work and its 
own problems, and in our widely flung 
territories there is great danger of each 
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failing to appreciate the whole wood for 
the trees of its own particular area. For 
these reasons the desirability of such con- 
ferences in a country like Canada was 
abundantly proved. Officers of several 
health boards expressed the feeling of a 
sense of hostility on the part of members 
of the medical profession to their neces- 
sary demands, and yet when explanations 
were given misunderstandings were read- 
ily dissipated. In the discussions which 
arose on the various subjects of medical 
education and medical licensure it was 
shown that teaching bodies require to 
learn from the man in the field, and these 
in turn require .information to appreci- 
ate the educator’s problems. Everyone 
present was impressed by the necessity 
for careful organization for the strength- 
ening of the organizations we already 
have provincially, and particularly for 
furthering every effort between the pro- 
vinces to build up a strong, active, cen- 
tral organization. The executive in near- 


ly every province seemed to feel that 
while many problems exist as yet be- 


tween them, there are few that cannot be 


Cancer of the Tongue, Cheek and Floor of the 
Mouth.—The causes of cancer of the tongue are 
generally (1) the presence of bad teeth, (2) the 
use of tobacco, and (3) the presence of syphilis. 
The most potent cause is bad teeth. If these 
three factors could be excluded, cancer of the 
tongue would largely disappear. They are all 
avoidable or curable. 

The appearance of early cancer of the tongue, 
cheek, or floor of the mouth, while somewhat 
varied, is generally characteristic and easily 
recognized. It shows (1) hardening of a small 
spot, or (2) a warty thickening, or (3) a super- 
ficial sore, or (4) an ulcer that does not heal. 
All such things should be attended to promptly, 
for cancer of the tongue often progresses 
rapidly, and many persons fall into a hopeless 
condition in a few weeks after the beginning of 
the trouble. Therefore, delay is dangerous. 
Never allow such a suspicious sore to be treated 
by nitrate of silver or other caustic, or to be 
treated as syphilitic, unless microscopic exam- 
ination of the tissue has shown that the disease 
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adjusted by sincerity and frankness of 
statement. Undoubtedly there appears 
to be a waste of effort and expense in our 
present system, which such conferences 
if held annually in the same spirit as this 
past one, will do a great deal to remove. 
The opinion was generally expressed that 
so successful had this first proved that 
these conference should become an annual 
institution. In this case it would be an 
advantage to have the program definitely 
arranged months beforehand, and copies 
sent to the various participating bodies, 
so that the members would come more 
prepared with carefully thought-out. opin- 
ions. We cannot close these few remarks 
without expressing the hope that we may 
in every future conference have the same 
support from the Dominion Health De- 
partment as has so generously been given 
on this occasion. We trust also that 
future conferences may be conducted in 
an equally happy way, with open express- 
ion of thought comparatively free from 
any bitter sectionalism, as only in this 
way can the full value of the conference 
be obtained. 


is not cancer. Do not rely on general medical 
inspection of the sore or on the blood test. 

Leukoplakie spots develop into cancer slowly, 
and they then show hardening, a raw surface 
and, finally, superficial ulceration. On the in- 
side of the cheeks, leukoplakia spots often are 
injured by the teeth, and these frequent wounds 
tend to cause them to become cancers. 

Cancers of tha floor of the mouth and the 
edges of the gums are not easy to recognize. 
Doctors and dentists are not on the lookout for 
cancers in these locations, and they are not easily 
seen especially along the back of the tongue, 
near the back teeth. Cancers of the floor of the 
mouth generally give the impression of being 
simple ‘‘canker sores,’’ whatever that may mean, 
since they may spread rather widely, ulcerating 
slightly on the surface, while the ordinary signs 
of a hard, cancerous tumour are lacking. 
Therefore, any sore on the floor of the mouth, 
along the base of the tongue, or any feeling of 
discomfort that persists along the sides of the 
back of the tongue should at once suggest 
cancer. 
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Men and Books 


PIONEERS OF MEDICINE IN CANADA 


It is the common belief that the first person 
to practice medicine in Canada was the surgeon- 
apothecary, Daniel Hay, who was associated 
with DeMonts in the early days at Port Royal, 
and who was a member of Champlain’s famous 
Ordre de Bon Temps. In the year before the 
colonization of Port Royal the attempt was made 
to establish a settlement on the Island of St. 
Croix which, as is well known to every reader 
of Canadian history, proved most disastrous. 
Champlain, in his narrative of the winter 
(1604-5) spent on that island refers to the rav- 
ages of scurvy and gives considerable detail of 
autopsies which were performed in the endeav- 
our to learn the cause of the scourge. The fol- 
lowing winter was spent at Port Royal, the 
foundation of which was affected in the summer 
of 1605. Scurvy appeared again. There were 
several fatalities, and, according to Champlain’s 
narrative (Ganong’s translation), ‘‘Our sur- 
geon named Des Champs, of Honfleur, a man 
skilled in his profession, opened several of the 
bodies to see if he could have better success in 
discovering the cause of the disease than had the 
surgeons of the preceding year.’’ From this it 


Typhoid Fever.—There has been a flareup of 
typhoid fever in some of the large cities to the 
south of us, but the health authorities assure 
us that it has not reached the proportions of an 


epidemic. Throughout the country typhoid 
fever has been much less prevalent than for- 
merly. The exact source of this infection has 
not been found, but it doubtless arises from the 
contamination of the food supply by typhoid 
carriers. It is now known that not only people 
who are convalescent from typhoid, but healthy 
persons who have had typhoid in the remote 
past, may constitute carriers of this disease, and 
the discharges from their bodies be a source of 
active infection. When typhoid fever is pre- 
valent, there are certain precautions which are 
wise for everyone to take. Raw food of any 
kind, such as shell ‘fish; is open, to suspicion ; 
and where such vegetables as lettuce; watercress, 
celery, and the like, which are usually eaten raw, 
may be contaminated by night soil used as fer- 


would appear that there were ‘‘surgeons’’ in the 
party which wintered on St. Croix Island, but 
of their names we have no record. As the names 
of several artisans of the party are recorded, it 
seems a reasonable surmise that the ‘‘surgeons’’ 
were of a humble sort, and that Hay, who was ad- 
mitted to Champlain’s Order and who must 
therefore have had some social standing was not 
one of them. The Order was established during 
the winter of 1606-7. Hebert, the apothecary 
who afterwards went with Champlain to Quebec, 
was one of the chosen fifteen. 

During that winter several more of the set- 
tlers died of scurvy, and autopsies were con- 
ducted by the surgeon, Maitre Etienne. So it 
would seem that there were at least three medi- 
cal men in the colony that winter—the first 
winter in which the writer has found a definite 
record of Hay’s presence. 

From the foregoing, it is to be surmised that 
the pioneers of medicine in Canada were ‘‘un- 
known warriors,’’ and that the first Canadian 
medical name is that of Des Champs. From a 
reading of Lescarbot’s History of New France, 
one may.well infer that both Hay and Hebert 
were members of Poutrineourt’s party, which 
came to Port Royal in 1606. W. H. Harrie 


tilizer, they should be thoroughly washed in run- 
ning water before being eaten, or avoided alto- 
gether during a typhoid epidemic. Milk should 
be boiled. In fact, reliance should be placed 
upon cooked foods and raw fruits, such as 
bananas or oranges—the pulp of which is of 
course sterile. Unusual precaution should be 
taken with regard to public eating places, and 
only those of unquestioned cleanliness patron- 
ized. Anti-typhoid inoculation is a valuable 
measure of precaution. It does not give abso- 
lute immunity, and such immunity as it con- 
veys probably does not persist more than two 
years; but experience in the armies of all civil- 
ized countries has shown that this typhoid im- 
munization is fraught with very little risk and 
carries a high degree of protection. It is of 
course true that people who are physically de- 
pleted and are exposed to severe incidences of 
infection may acquire the disease ; but the average 
person thus immunized will effectively resist it. 
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Hibstracts from Current Literature 


MEDICINE 


The Incidence of Syphilis of the Aorta with 
Intestinal and Parenchymatous Neuro- 
syphilis. Musser, John H. Jr. and Bennett, 
A. E. Archives of Interal Medicine, Dee. 15, 
1924. 


The authors begin their article with the 
statement that recent experimental animal re- 
searches and thousands of spinal fluid examina- 
tions have definitely established the fact that 
the invasion of the nervous system occurs in 
the early stages of the disease. They also 
favour the idea that different strains of the 
spirochaeta pallida have special predilection for 
special systems, organs or tissues. 

In a review of the literature, they come to 
the conclusion that most observers have found 
late syphilitic aortitis in from 20 to 30 per 
cent of cases of tabes and general paralysis. 
They were unable to find comparative studies 
of the frequency of syphilitic aortitis (espe- 
cially aneurysms) with interstitial (endarteri- 
tic and meningeal) and parenchymatous (tabes 
and general paralysis) types of neurosyphilis. 

In the article reviewed, thirty patients with 
syphilitic aortitis, showing clear cut physical 
signs, positive blood Wassermann tests, or with 
2 history of syphilis, were collected. These 
cases of aortitis either showed the presence of 
an aneurysm or had an aortic insufficiency. 
Diagnoses were confirmed by Roentgen ray ex- 
aminations and when possible, by necropsy. 
Spinal fluid examinations were made on all the 
cases. In order to determine more accurately 
the associated incidence of aortic with inter- 
stitial and parenchymatous syphilis, 6,363 ne- 
cropsy records were reviewed. From this num- 
ber were collected 110 general paralysis, 102 
cerebrospinal syphilis, and fifty cases of tabes, 
in which descriptions of the aorta were given. 

Of the thirty cases studied, fourteen had 
demonstrable aneurysms, the other sixteen were 
eases of syphilitic aortitis with aortic regurgi- 
tation except one, which patient. had angina 
pectoris. Twenty-seven patients gave positive 
blood Wassermann reactions. Of the three with 
negative Wassermanns, one patient showed ad- 


vanced syphilitic aortitis at necropsy, a’second 
gave a history of a chanecre and a plus Wasser- 
mann prior to admission, and the third gave a 
positive spinal fluid reaction. 

Spinal fluid examinations revealed the fol- 
lowing: Six eases (20 per cent) showed defi- 
nitely pathological fluids, 16.6 per cent gave 
positive Wassermann reactions. In these six 
positive cases there were three aneurysms of 
the aortic arch, and three showed syphilitic 
aortitis with aortic insufficiency. The remain- 
ing twenty-four showed negative spinal fluids 
and had no evidence of cerebro-spinal syphilis. 
Twelve were negroes and eighteen white. 

In a review of the necropsy records men- 
tioned above, the following facts were worked 
out: Of 102 cases showing interstitial neuro- 
syphilis thirty-eight or 27 per cent showed late 
syphilitic lesions of the aorta. Of 110 cases of 


parenchymatous neurosyphilis (general par- 
alysis) thirty or 27 per cent showed advanced 


syphilitic aortitis. In fifty necropsies on tabetic 
patients, thirteen or 26 per cent were found to 
have old specific aortic lesions. None of the 
clinical cases studied had signs of tabes, 
neither were there any aneurysms in the fifty 
necropsied tabes cases. Some observers have 
brought out the fact that in tabes the aortic 
lesions may be mild. 

From their study, the authors are inclined to 
believe that syphilitic aortitis and. aneurysms 
are more frequently associated with neuro- 
syphilis of the endarteritic and meningeal types 
regardless of race, but that general paralysis 
and more particularly tabes are less frequent 
in the negro. 

The necropsy studies were instructive in 
comparing the frequency of aortic lesions in the 
interstitial and parenchymatous types. Syphil- 
itic aortitis and aneurysm were more frequent 
in the cerebrospinal vascular group; 38 per 
cent had in addition saccular aneurysms. This 
is 10 per cent higher incidence’ of late syphilitic 
aortitis than the much larger group of general 
paralysis and tabes. There were more than twice 
as Many aneurysms in the 102 interstitial cases 
than-in the ¢onibiried parenchymatous group of 
160 cases. This observation the authors con- 
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sider would point to a specialized type of in- 
fection, a selective affinity for the cardiovascu- 
lar system by one strain of spirochaete and a 
highly neurotoxic virus in another strain. 

L. C. MONTGOMERY 


SURGERY 


The Frequency of Gastro-Jejunal Ulcers. 
Lewisohn, R. Surg., Gyn. and Obs., 1925, vol. 
xl, p. 70. ; 


The author, in addition to a discussion of 
gastro-intestinal ulcers, gives a report on 
ninety-two cases operated on by different 
methods between the years 1915-1920. 

Gastro-jejunal ulcer is the most serious 
sequel following gastro-enterostomy. The con- 
dition is very painful, has a very discouraging 
influence on the patient, who supposed that 
gastro-enterostomy was a radical operation, 
and lastly is technically difficult to approach 
in an attempt to cure at a second operation. 

Present day surgeons are divided into two 
groups: those favouring local excision of the 
uleer, with or without pyloric exclusion, plus 
gastro-enterostomy ; and those who favour sub- 


total or partial gastrectomy. This latter group 
appears to be gaining in numbers. 

In order to arrive at anything like a proper 
conception of the results of gastro-enterostomy 
a careful personal follow-up has been con- 
ducted at Mount Sinai Hospital, New York, for 
the past ten years. Questionnaires have been 


found unreliable. The report includes only 
those cases in which simple gastro-enteros- 
tomy, with or without pyloric exclusion, was 
done. Cases in which the ulcer was cauterized 
or excised are not included. The patients are 
in three groups: Group I.—Cured, no symp- 
toms of any kind; Group II—Improved. Nau- 
sea, heartburn, and constipation frequent; 
Group III.—Failure. Gastro-jejunal ulcers. 

Of sixty-eight cases tabulated, gastro-enter- 
ostomy with or without pyloric exclusion, cured 
47 per cent, while 19 per cent were improved 
or gave a fair report. This leaves 34 per cent 
in Group III, or the gastro-jejunal group. 
Whether the pylorus was excluded or not made 
no difference on the incidence of gastro-jejunal 
uleer. This percentage was constant with dif- 
ferent methods of suture. 

In a paper soon to be published a report on 
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the degree of acidity in the cases of gastro- 
enterostomy and those of gastric resection will 
be given, but it is stated that practically all 
cases of partial resection show an acidity, while 
in gastro-enterostomies the acidity remains un- 
altered. Gastro-jejunal ulcer is definitely as- 
sociated with hyperacidity. The operation, in 
L.ewisohn’s opinion, which produces an acidity 
is partial gastric resection, and gastro-jejunal 
uleers following partial gastrectomy are very 
rare. 

Against the argument that partial gastrec- 
tomy is too radical and the operative risks too 
great, the author points to the mortality fol- 
lowing operation for gastro-jejunal ulcer, for 
which as Balfour states ‘‘partial gastrectomy 
is the operation of choice’’. 

The conclusions arrived at in this study were 
as follows: Gastro-jejunal ulcer is frequent 
after gastro-enterostomy. Pyloric exclusion 
does not increase the incidenee. Hyperacidity 
is a very real factor in the causation of gastro- 
jejunal uleer. To produce anacidity partial 
gastrectomy is necessary and thereby gastro- 
jejunal ulcer is prevented. _ BR. V. B. SHER 


Acute Appendicitis in the Infant. Beekman, 
F. Annals of Surgery, vol. xxx, 1924, No. 6. 


This study comprised forty-three cases of 
acute appendicitis in children under five years 
of age. There was one case at twenty months, 
ten in the third year, nine in the fourth, and 
twenty-three in the fifth year. Twenty-seven 
were males and sixteen females. The mortality 
was 25.6 per cent, being very high when com- 
pared with a series of appendicitis in childhood, 
which was 7.58 per cent. The mortality rate 
was higher the younger the individual. 

Three cases operated on before perforation 
recovered. There were seventeen with localized 
abscess and twenty-three with diffuse peritoni- 
tis. None of the unperforated cases had been 
given a cathartic, while twenty-three of the 
eases with abscess or general peritonitis had 
been purged. 

To reduce the death rate early diagnosis is 
imperative. Appendicitis is usually ushered in 
by vomiting, but many gastro-intestinal upsets 
do likewise, while vomiting is also frequent 
with pyelitis and respiratory infections. A 
child with peritoneal inflammation will not sit 
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up but lies on its back with the legs slightly 
drawn up. Abdominal respiration is absent. 
In order to gain information from palpation 
the physician should proceed gently, at first 
simply placing the hand on the abdomen, and 
as soon as the child has become accustomed to 
the pressure, to use gentle firm pressure to 
elicit spasm. 

A rectal examination, as in adults, should 
never be neglected, for by this method tender- 
ness can frequently be demonstrated. Temper- 
ature readings are unreliable but white cell 
and differential counts help to confirm the diag- 
nosis. 

The author stresses three points, the disas- 
trous effects of cathartics, the tardiness of the 
laity in seeking early advice, and the diffi- 
culties of making a diagnosis. R. V. B. SHIER 


An Experimental Study of Therapeutic Pro- 
cedure in Pyelocystitis. Helmholz, H.. and 
Millikin, F. American Journal of Diseases 
of Children, Dec., 1924. 


This study was undertaken in an attempt to 
discover the mode of action of alkalinization of 
the urine in pyelocystitis in children. The ex- 
periments on rabbits showed that the use of 
alkalis lowers the temperature and increases 


Late Post-Traumatic Compression of the Os 
Calcis—Harry L. Schurmeier, Santa Barbara, 
Calif., discusses a condition that results from 
falls on the heel in which the physical examin- 
ation and roentgenogram show no bony or other 
pathologic changes at the time of injury, but that 
subsequently develop a severe condition, a man 
with this type of traumatized os. calcis, several 
weeks after a negative roengenogram, continues 
to complain of pain in the heel. This pain is a 
deep-seated and generalized ache involving the 
entire heel. The heel is somewhat painful to 
pressure, and he walks on his toes. On exam- 
ination, some slight broadening of the heel may 
be present and the area, posterior and inferior 
to the external malleolus, shows infiltration, 
thickening and tenderness, caused by sub-mal- 
leolar broadening. This condition is due to pro- 
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the output of urine and may have some effect 
on the diminution of the bladder infection; but 
it is probable that the large output is only one 
of the factors in clearing up the infection in 
the urinary tract. The use of acriflavine by 
mouth, with an alkaline urine, even in large 
doses, produced unsatisfactory results in chil- 
dren. Very good results were found in the 
treatment of pyelocystitis by the use of uro- 
tropin in large doses—up to 6 grammes (90 
grs.) daily, combined with large quantities of 
water. Ten of seventeen chronic cases were 
rapidly cured by this method, with the produc- 
tion of hematuria in only one case, due to in- 
sufficient fluid by mouth. The concentration of 
formaldehyde in the urine was never. greater 
than 1:20,000, usually less than 1:100,00, and 
sterile urine was recovered with a concentra- 
tion of formaldehyde of only 1:50,000. The 
urines were kept at a hydrogen-ion concentra- 
tion of between 5.8 and 7, which it was found 
can be achieved by the administration of 1 to 
& grammes of calcium chloride or ammonium 
chloride four times a day. With the hydrogen- 
ion concentration of the urine definitely fixed 
it becomes very much simpler to give hexa- 
methylenamin in amounts that will produce 
antisepsis. R. BR. 8. 


gressive broadening of the os calcis, with im- 
pingement of the bone on the internal aspect of 
the external malleolus, the perineal tuberosity 
being driven up and impinging on the inner 
articular portion of the fibula, thus pinching all 
the structures in that region. If this condition 
is allowed to progress, there is much pain in the 
submalleolar area and also in the subastragaloid 
joint, owing to superimposed weight. The first 
treatment is prophylactic. All patients who 
have been subjected to severe trauma to the heel 
should be carefully watched and encouraged to 
use crutches. Later an osteotomy may need to 
be done. This is an identical entity with Kiim- 
mell’s post-traumatic spondylitis, and also is very 
probably analogous to Legg’s or the so-called 
Perthes’ disease—Jour. Am. Med. Ass., Jan. 10, 
1925. 
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Obituaries 


SIR JAMES MACKENZIE, M.D., F.R.C.P., F.R.S. 


The medical world has learned with sincere regret 
of the death from angina pectoris of Sir James Mac- 
kenzie at his house in London, on January 26th. There 
is nothing more difficult than to forecast immediately 
after a man has passed away the opinion which will be 
held of his work by future generations, but we feel sure, 
whatever discoveries are in store, Mackenzie will be 
counted as one of the great cardiologists of the nine- 
teenth and twentieth centuries. To quote the Lancet: 
‘*Mackenzie was one of the small group of men whose 
individual labours have revolutionized ‘fundamental medi- 
eal views.’ 

Born at Scone in 1853, he was educated at Perth 
Academy and the University of Edinburgh where he 
graduated in 1878. After holding a house appointment in 
the Royal Infirmary he studied in Vienna and afterwards 
settled in Burnley, Lancashire, where he was in general 
practice for nearly twenty- 
eight years. In 1887 he 
married the daughter of Dr. 
George Jackson, of Boston. 
In 1906 he came out to the 
meeting of the British Medi- 
eal Association in Toronto 
and first became known to 
Canadians. In 1907 he 
moved to London where he 
was appointed physician to 
the Mount Vernon Hospital 
for Diseases of the Chest; 
here several Canadians work- 
ed with him during the war. 
In 1913 he was offered the 
appointment of physician in 
charge of the cardiac de- 
partment at the London 
Hospital which he accepted. 
He quickly came to be re- 
garded as one of the fore- 
most consultants in diseases 
of the heart and was almost 
overwhelmed with work. In 
1915 he was elected Fellow 
of the Royal Society and in 
the same year was knighted. 
At the close of the war he 
resigned from his positions 
in London and returned to 
Seotland to found the St. 
Andrew’s Institute for Clin- 
ical Research where he work- 
ed unceasingly and enthus- 
iastically until last year, when his health gave way and 
he retired to London. 

His greatest work, Diseases of the Heart, was first 
published in 1908 and was translated into three Euro- 
pean languages. Other writings were Symptoms and 
their Interpretation (1909), Principles of Diagnosis and 
Treatment in Heart Affections (1916), and more recent 
books from his pen were The Future of Medicine, Heart 
Disease and Pregnancy, and Angina Pectoris. He also 
wrote numerous chapters in the two volumes of Reports 
which have already appeared from the St. Andrew’s In- 
stitute. It was only last year that he was awarded the 
Charles Nickle Fellowship Prize by the University of 
Toronto for his notable work during the preceding ten 
years to advance sound knowledge of a practical kind in 
medical art or science. 

Such are the barest outlines of the life and work 
of Sir James Mackenzie. It is unusual for a man who 
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has remained so Jong in general practice to become a 
leading consultant but there is one other very notable in- 
stance—the present veteran Regius Professor of Physic 
at Cambridge, Sir Clifford Allbutt. Others have had as 
large general practices but how did Mackenzie differ 
from other men? Possessed of a Scottish pertinacity 
and a strong constitution he worked hour upon hour at 
a stretch and early formed the habit of making detailed 
notes of the symptoms complained of by his patients and 
of the signs he observed on examining them. He thus 
accumulated a rich store of information upon which 
he drew later in considering the prognosis and treatment 
of disease. It might be said of him that he was one 
of the curiosi for he was always eager to learn. No 
symptom or sign was too insignificant for him to look 
into. Soon after he entered practice he sought for the 
explanation of such symptoms as pain, breathlessness, 
and fatigue which to a minor degree so often present 
themselves at the outset of cardiac and other diseases 
and when he withdrew from 
London to St. Andrew’s he 
did so largely because he 
wished to study the begin- 
nings and course of disease. 
It was to his close study of 
heart irregularities and’ of 
heart murmurs in patients 
over the course of years that 
we owe our knowledge of 
those which are insignificant 
and those which are of grave 
import. It was he who 
pointed out that it is the 
condition of the heart muscle 
which is so important to 
determine. If in his later 
years he wrote much of the 
abuse of, and too close de- 
pendence upon instruments 
of measurement and pre- 
cision, it must not be for- 
gotten that we owe to him 
our views of the venous 
pulse which he arrived at 
with his polygraph. So 
keenly did he feel that the 
future of medicine lay in 
the close observation of the 
beginnings of disease in the 
patient—the true Hippo- 
cratic method—that lie was 
prone to be dogmatic and 
at times exaggerative in 
this regard. Mackenzie 
rightly saw that this method of investigation is the 
most difficult but bound to be the most fruitful if we 
wish to advance preventive medicine. For the same rea- 
son he insisted that in their final year the students 
should study disease in the out-patient department of a 
hospital and not wholly in the wards where it is so 
often, full blown and incurable. 

n closing this sketch of Sir James Mackenzie we 
cannot do better than quote from the British Medical 
Jownal the tribute paid by Sir Thomas Lewis:— 
‘It was in 1908, and shortly after he migrated to 
London from his old home and practice at Burnley, that 
I first came to know Mackenzie personally. While it 
was never my privilege to work under his supervision, 
yet he extended to me, though many years his junior, a 
friendship which soon became intimate and highly 
prized. I found in him during those years before the 
war, when we were in almost daily and personal com- 
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munication, a man whole-heartedly devoted to the search 
for knowledge of disease, and eager, most eager, to im- 
part his spirit and concéptions. He was an exceptionally 
vigorous and strong personality, intolerant of statements 
founded on tradition, trenchant and acute .in criticism, 
rich in personal experience, combative in argument, but 
open nevertheless to conviction on all questions without 
reserve. He saw, as few or none of his day saw, where 
clinical knowledge ends and ignorance begins, and never 
hesitated to define the limits of his knowledge; he was 
the first authority: in clinical medicine on whose lips 
I frequently heard the words, ‘‘I don’t know.’’ To him 
diagnosis, the affixing. of:a:temporary label, gave little 
satisfaction; his: patient still contained his problem or 
his problems. -Mackenzie’s mind eould.not rest on the 
known, but turned incessantly,-at each and every hour 
of the day, to the unknown, and’ in perceiving and 
defining the unknown he displayed a masterly power. 
To know Mackenzie intimately: was: to imbibe indepen- 
dency of thought; none’could’ go-to him seriously to 
discuss and, surviving the brusque shocks of that first 
interview, return without a growing inspiration and 
stimulus. For he possessed the gift of stimulating others 
in unusual’ degree. ;; . 

‘As a man he was hard-headed and warm-hearted, 
quick in temper. and in sentiment, genial and hospitable, 
possessed of an invigorating blunt humour. Schooled by 
long experience in the sensibilities, reservations, obstin- 
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One of the best known»:members of the medical 
profession in eastern Ontario ~ 
died in his seventy-second 
year on January 25th after 
a long illness. He gradu- 
ated in Arts from “Trinity 
College, Toronto, and 
from Queen’s in Medicine. 
After graduation he served 
for some time as house sur- 
geon in the Kingston Gen- 
eral hospital. He left that 
position and began private 
practice as assistant to Dr. 
Michael Sullivan. Shortly 
afterwards he was appointed 
Demonstrator of Anatomy 
and Lecturer in Histology 
in the Faculty of Medicine, 
a@ position he held for five 
years. In 1888 he was offer- 
ed the Chair of Anatomy in 
the university and held this 
post with credit until 
1896, when he became Pro- 
fessor of Clinical Surgery, 
but resigned that position to 
accept the Chair of Profes- 
sor of Obstetrics and Gynae- 
cology. This he retained 
with much credit till his retirement in 1913. His text- 
book on gynaecology was long recognized as the stand- 
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acies, and frailties of patients, he was an astute and 


‘shrewd. physician; who rarely failed to inspire an un- 


limited and merited confidence. 

‘This briefly of his practical work as I knew it; 
as a bedside investigator he ranks, in my judgment, as 
the first of his time; he has gone from us to hold a 
place in the history of British medicine by the side of 
Sydenham, Stokes, Graves, Addison, and Bright, and he 
will live in memory as not the least of such men. To 
describe the solid work accomplished by him in his long, 
arduous, but always enthusiastic struggle for ‘‘the 
light,’’ to attempt to. weigh its detail and to assess its 
breadth, not in one but in its many phases, fully and 
with truthfulness, cannot be done briefly; to summarize 
that which most of his contemporaries in large part 
know—for his light burned brightly and unconcealed— 
would, I think, belittle the greatness of his achievement. 

“To the end of a long and painful illness, when 
the hand of that malady from which John Hunter also 
suffered, and into which none had a clearer insight than 
Mackenzie, lay heavily upon him, his mind retained 
all his former alertness, searching his own bodily symp- 
toms, and not unsuccessfully, for some further clue to 
their meaning; this last concentration was to him 
inevitable, being but a natural epilogue to the drama 
of a full and rich life.’ i 

We reproduce a portrait from the British Medical 
Journal. A. M. 


ard for the use of his students. He acted on the 


staff of the Kingston General Hospital for the whole per- 
iod of his career and held a foremost place among his 


colleagues in the university. 
He earned and enjoyed 
the thorough confidence of 
the public as well as his 
medical confréres. Few 
men have served the com- 
munity so well. A man of 
mature judgment, he was 
skilful and quick in diag- 
and much _ beloved 
by all his patients. He was 
ever kindly and considerate 
and conscious of his duty 
to the sick and unfortunate. 
As teacher, advisor and con- 
sultant he was respected 
and admired by all his con- 
fréres and enjoyed equally 
the respect and confidence of 
his fellow citizens. ; 
Dr. Garrett was a son 
of the late Rev. Richard 
Garrett, who was for some 
time rector of St. Mark’s 
Church, Barriefield. He is 
survived by his widow, 
daughter .of the late Alex- 
ander §. Kirkpatrick, of 
Kingston, one daughter, 
Mrs. G. G. Greer, of Kingston, and one son, Reginald 
Garrett of Port Dalhousie. CLARENCE A. HOWARD 


nosis, 
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Dr. John T. Finnie, ex-member of the Quebec Leg- 
islature died suddenly at his home 250 Sherbrooke Street 
West, on February 10th at the age of seventy-eight 
years. Although not feeling well, Dr. Finnie went to 
his office in the Court House in the morning as usual, 
but shortly before noon was seized with a fainting 
spell, and was immediately taken home where he rallied 
somewhat, but later on was again stricken and grad- 
ually sank. Dr. Finnie was born in Peterhead, Scot- 
land, and received his early education at the Peterhead 
parish school. After coming to Canada with the 
family he received the later part of his education at 
the Montreal High School. His medical education he 
received at McGill University, graduating in the year 
1869. Shortly after graduation he went over to Edin- 
burgh where he continued his studies; before returning 
to Montreal he passed successfully the examinations 
of the Royal College of Surgeons in that city. 

Dr. Finnie was a great advocate of outdoor life. 
He loved the woods, and was fond of both fishing and 
hunting. He was one of the organizers of the Fish 
and Game Protection Association in this province, 
and was an ex-president of the American Association 
for Game Protection. He was also one of the first 
presidents of the Montreal Swimming Club. He almost 
invariably took his summer recreation in the woods 
of northern Quebec, and on many occasions explored 
unknown territory with only a pack on his back. Of 
a warm hearted and generous disposition he had many 
friends. He retired from practice in 1914, and was 
elected on three successive occasions as the repre- 
sentative of the St. Lawrence division in the Provincial 
Legislature. During the last few years he has been 


acting as collector of provincial revenue in the city 
of Montreal. 


Lieut.-Col. Ed. Lebel, M.D., officer of the Legion 
of Honour died recently in the Military Hospital on 
McTavish Street. Dr. Lebel has been an inmate of 
Military hospitals since 1919 when he suffered a par- 
alytic stroke while in charge of the military hospital 
in Quebec. The doctor had a brilliant service record. 
Joining the colours in 1883, he went through the 
campaign against Louis Riel. In 1896 he was named 
medical officer to the 9th Battalion of Voltigeurs of 
Quebec. Promoted in 1902 to the general staff of the 
medical corps, he took command of the Canadian Am- 
bulance Section No. 7 in 1906. From this position he 
was sent as a delegate to the international convention 
of military medical officers at Atlanta, Georgia. In 
1914, at the opening of the Great War, he enlisted 
as a major in the First Canadian General ‘Hospital. 
In England he organized and commanded alternately 
two hospitals, the one at Bulford and the other at 
Fielding. He crossed to France in 1915 and became 
second in command in a base hospital at Rouen. This 
was a Scottish unit. He was also a surgeon in a 
hospital for Hindus. In March, 1915, he took charge 
of a surgical section at Etaples. In September of the 
same year he was named second in command of base 
hospital No. 4, and with Colonel Mignault, organized 
the Canadian Hospital of St. Cloud, No. 8 It was 
during this term of office in this latter position, in 
which he distinguished himself, that Lieut.-Colonel 
Lebel gained several decorations and was made Knight 
of the Legion of Honour. He was soon to have been 
promoted to the rank of an officer of that order. 
Dr. Lebel was educated at Laval University, Quebec, 
and graduated as doctor from that institution in 1891 
He went over to France and completed his studies by 
research work in the Necker and the St. Louis hos- 
pitals. He was an interne in the International Hos- 
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pital at Pean, in the department devoted to genito- 
urinary diseases. 


Dr. W. H. McDonald died on December 11th, 1924. 
Many circles in Medicine Hat will regret his loss. 
He was born in Nova Scotia fifty-one years ago ani 
graduated at Dalhousie University, Faculty of Med 
icine in 1896. He was on the house staff of the Halifax 
Hospital for several months, finally settling in general 
practice in Lunenburg County, Nova Scotia, where 
he remained and enjoyed an excellent practice for 
fifteen years. He came to Medicine Hat in 1913 making 
his home there until his death. He went overseas in 
1916, and was demobilized in 1919. At the time of his 
death he was Lt.-Col. O.C. 33rd Field Ambulance. He 
was a prominent Mason, also a prominent and active 
conservative in politics. He was always an earnest 
and conscientious worker enjoying the esteem and 
respect of a large circle of friends and patients. He 
died very suddenly, of heart disease, in his car while 
making professional rounds. 


Dr. Elias Nichols Payzant died at Wolfville, N.S., 
on the twenty-third of January, at the advanced age 
of ninety-five. He graduated at Jefferson College in 
1855, and for some time before his death was the 
oldest alumnus of that institution. Some years after 
graduating in medicine he took up dentistry, and for 
the remainder of his active years he devoted himself 
to that profession. He was noted for his geniality 
and companionability, his home being celebrated for 
the delightful hospitality which it always afforded 
every visitor. 


Dr. Lloyd L. Buck of Grimsby, Ontario, died in 
the Hamilton General Hospital on January 12th in 
his forty-first year. Dr. Buck began the practice of 
his profession in Grimsby in 1914; on the outbreak 
of war he undertook special service overseas. After his 
discharge he returned and resumed practice in the 
same town. 


Dr. Walter Malcolm Cowperthwaite, of Sydney, 
died suddenly early in the morning of February 4th, 
and is sincerely lamented by his colleagues and a 
large circle of friends. He was taken ill on the street, 
and assisted to his home where his death occurred, 
from heart failure, within little more than an hour. 
Dr. Cowperthwaite was a native of New Brunswick. 
He graduated at McGill University ,in 1900 and for 
twenty years carried on practice at Sydney, gaining 
the respect and good will of all with whom he came 
into contact. 


Dr. R. W. Rutherford of Chatham, Ontario, died 
suddenly on January 14th in his fortieth year. 


Dr. W. H. Shoebottom a well known physician of 
London, Ontario, died suddenly at his residence on 
January 13th in his fifty-second year. Dr. Shoebottom 
was a graduate of the Western Medical College and 
had practised in London since 1$03; he acted as a 
member of the Board of Education from 1915 to 1918. 


Dr. Charles Wesley Smith died suddenly at his 
residence in Adamsville, Quebec, recently, in his forty- 
ninth year. Dr. Smith was born in Montreal and re- 
ceived_part of his education in Montreal and at Len- 
noxville, Que. Twenty-five years ago he graduated 
from Bishop’s College in medicine. He resided in the 
United States for a short time and then went to India 
where he practised until two years ago, when he re 
turned to Canada and took up residence in Adamsville 





ASSOCIATION NOTES 


Hssoctation Wotes 
MEETING OF EXECUTIVE COMMITTEE 


The Executive Committee of the Association 
met in Ottawa on December 18th, 1924. 

Dr. W. G. Reilly occupied the chair and there 
were also present Drs. J. F. Kidd, Ottawa; David 
Low, Regina; A. Primrose and F. N. G. Starr, 
Toronto; T. G. Hamilton, Winnipeg; C. F. 
Martin and A. T. Bazin, Montreal; Murray 
Maclaren, St. John, N.B.; S. L. Walker, Halifax; 
and T. C. Routley, General-Secretary. 

Dr. J. H. Mullin, Hamilton, Ont., tendered his 
resignation from the Executive, giving personal 
reasons. The Committee accepted the resigna- 
tion with great regret, recorded in resolution their 
great appreciation of Dr. Mullin’s past services 
to the Association and to the medical profession of 
Canada, and expressed the hope that at some later 
date he might resume active work in the Associa- 
tion. 

Dr. David Low, President-elect, reported that 
plans for the annual meeting in Regina were pro- 
gressing favourably. Many of the contributions 
to the programme had already been arranged for 
and the profession of Regina and district were 
enthusiastically interested. 

Dr. Routley, General-Secretary, reported on 
activities since the last Executive meeting in 
June: 

The Western trip, including meetings in Winni- 
peg, Vancouver, Edmonton, and Moose Jaw to 
which a group of thirteen speakers from the East 
contributed papers and clinics, has already 
received notice in these columns. 

In July, the General-Secretary attended the 
Nova Scotia provincial meeting at Amherst. 

In October, an organization tour of Nova Scotia 
was planned and participated in by Drs. George S. 
Young, Toronto; A. T. Bazin, Montreal; and the 
General-Secretary. Excellent and enthusiastic 
meetings and clinics were held at New Glasgow 
and Sydney. 

Reference was made to the Conference on the 
Medical Services in Canada then in session. The 
arrangement and preparation of this Conference 
was undertaken entirely by the officers and special 
committee of this Association. This issue con- 
tains the report of proceedings and no further 
comment is needed here. 


The Treasurer’s interim report was very encour- 
aging, the revenue both from advertising and 
from membership dues showing marked increase 
over 1923. Surplus funds have been invested in 
safe securities. 

Note: At this date it is permissible to state 
definitely that the Association in the brief inter- 
val since the Halifax meeting in 1921 has wiped 
out a liability of $17,148.21 and enters 1925 with 
an actual surplus of assets over liabilities of 
$3,279.12. 

The cost of printing and distributing the special 
number of the Journal, the “Listerian Oration,” 
amounted to $571.39. This included the sending 
of complimentary copies to forty medical libraries 
and to the following: 


Editor of the British Medical Journal. 
Editor of the British Lancet. 

Editor of the British Practitioner. 

Editor of the British Journal of Surgery. 


President of the Royal College of Surgeons, 
London. 

President of the Royal College of Surgeons, 
Edinburgh. 

President. of the Royal College of Surgeons, 
Dublin. 

Editor of the Edinburgh Medical Journal. 

Dr. Alfred Cox, Secretary, British Medical 
Association. 

Sir Jenner Verrall, Chairman of Council, British 
Medical Association. 


The Journal: 


Reports from the Editor and Managing Editor 
were discussed and conclusions reached for further 
enhancing the value and attractiveness of the 
publication. 

It was resolved that for a period of one year 
only, the Journal be offered to members of Pro- 
vincial Associations who are not members of the 
Canadian Medical Association for the subscrip- 
tion price of $5.00; this not to include Association 
privileges. 

During the year 1924 the Journal has been sent 
gratuitously to forty-three Canadian Medical 
Missionaries in foreign fields at a mailing cost of 
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about $150.00. The receipt of several letters has 
indicated great appreciation on the part of the 


Motor Emblems: 


_ : ' . Final arrangements were made, contracts 
recipients and it was decided to continue the prac- awarded and copyright of design secured. Deliv- 


tice throughout 1925. ery will be carried out by C.O.D. Postal regulations. 


ARRANGEMENTS FOR ANNUAL MEETING 


Splendid progress is being made with the 
arrangements for our forthcoming annual meeting 
to be held in Regina on the dates, June 22, 23, 24, 
’ 25 and 26th, 1925. All members of Council whose 
names are listed on page viii in the Journal, are 
. reminded that the Council which is the parliament 
of the Association, will meet in Regina on Mon- 
' day and Tuesday, June 22nd and 23rd. It is 
' hoped that every member will carefully note these 
. dates and plan to arrive in plenty of time for the 
meeting. 

Contributions to the programme have .been 
definitely assured by the following: - 
Medicine—Dr. Charles Hunter, Winnipeg; Dr. 

W. T. Connell, Kingston. 
Urology—Dr. David McKenzie, Montreal. 


Public Health—Dr. J. G. Fitzgerald, Toronto; Dr. 
John Amyot, Ottawa. 

Surgery—Dr. A. Primrose, Toronto; Dr. Roscoe 
Graham, Toronto; Dr. A. T. Bazin, Mont- 
real; Dr. L. J. Austin, Kingston. 


Ascending Respiratory Paralysis under Gen- 
eral Anesthesia.—As an indication of the actual 
depth of anesthesia, Albert H. Miller, Provi- 
dence, R. I., arranges the types of anesthesia 
‘ in the following order, beginning with the light- 
est anesthetic zone; (1) Mixed or usual type; 
(2) delayed thoracic type; (3) abdominal type; 
(4) exaggerated abdominal type. . Each of the 
types in this arrangement indicates a deeper 
plane of anesthetic than the one preceding. 
' Even if the patient’s muscle tone persists and 
relaxation is not sufficient for the surgeon’s best 
work, exaggerated abdominal relaxation is a sign 
of profound anesthesia. 
region of the diaphragm, respiration of the ex- 
aggerated abdominal type is likely to. impede the 
surgical work. The costal muscle are paralyzed 


In operations in the 


Nose and Throat—Dr. Perry Goldsmith, Toronto. 

Pediatrics—Dr. Alan Brown, Toronto. 

Physiotherapy—Dr. A. J. Pacini, Chicago. 

Radiology—Dr. G. E. Richards, Toronto. 

Tuberculosis—Dr. David Stewart, Ninette, Man.: 
Dr. J. S. Pritchard, Battle Creek, Mich. 


Fuller details of the meeting will be announced 
in subsequent issues of the Journal. 


Invitation from American Medical ‘Association 


An urgent invitation to members of the Can- 
adian Medical Association to attend the annual 
meeting of the American Medical Association in 
May in Atlantic City was received and duly 
appreciated. - Moreover, arrangements were 
made for an interchange of official, delegates. 
Dr. Routley will attend the A.M.A. meeting and 
Dr. Olin West, Secretary of the American Med- 
ical Association will attend the C.M.A. meeting 
in Regina. 


by the anesthetic, and the whole respiratory 
burden must be carried by the diaphragm. At- 
tempts to fix the abdominal muscles by retractors 
eannot be completely successful in this condition. 
The remedy is a smaller rather than a larger 
anesthetic dosage. Failure to realize this has 
sometimes resulted in the death of. the patient 
from an overdose of the anesthetic without pro- 
ducing the desired condition of abdominal re- 
laxation. As an index to the depth of anes- 
thesia, observations of the type of respiration 
are of special value as a direct indication of the 
effect of the anesthetic on a vital function; in 
fact, the vital function of greatest importance 
in anesthetic work.—Jour. Am. Med. Ass., Jan. 
17, 1925. 





NEWS 


Medical Wews from the British Lmpire 
GREAT BRITAIN 


THE ELECTRONIC REACTIONS OF ABRAMS 


The issue of the British Medical Journal, January 
24th, contains a very illuminating and interesting re- 
port to the Royal Society of Medicine, submitted by 


Sir Thomas Horder, as chairman of on investigating . 


committee which, for many months, had been engaged 
in examining the electronic reactions of Abrams and 
the emanometer technique claimed by Boyd. 


The investigating committee of two medical men, 
namely Sir Thomas Horder and Dr. C. B. Heald, and 
three laymen, namely Major H. P. T. LeFroy, head of 
wireless research at the Air Ministry; Mr. M..D. Hart, 
engaged on physical research on behalf of the War 
Office, and Mr. Whately Smith, engaged on similar 
research at. the Air Ministry. iy 
' The report, which is a very exhaustive one occu- 
pying close upon seven pages of journal print, demon- 
strates that the investigations undertaken were devoid 
of prejudice. The committee accepted every oppor- 
tunity presented to it. to gain first-hand knowledge 
in reference the so-called ‘‘reactions.’’ Space will not 
permit of more than.a reference‘ to the conclusions 
arrived at by Sir Thomas Horder’s committee. Here- 
with they are appended in part:— 


‘*Tt is obvious that there is at present no proper 
sanction for the use of the electronic reactions of 
Abrams on the ground of consistency of results, 
whether as between different workers or as between 
the results obtained by the same worker at different 
times. There exists no demonstrable correspondence 
between the ‘‘reactions’’ found and known pathological 
states. There is one other thing which may justly 
be regarded as a condemnation of electronic practice:— 
Electronists have been hard at work for some ten 
years; they have diagnosed and treated thousands of 
patients, yet no contribution to pathology, which is 
the bed-rock of medicine, has been made by any of 
them. Surely this is a significant fact when it is 


remembered how epoch-making are the claims made 
on behalf of E.R.A. 

To sum up,—the conclusions arrived at in this 
communication leave the position of the practising 
electronist as scientifically unsound and as ethically 
unjustified as it was before. They give no sanction 
for the use of E.R.A. in the diagnosis or in the treat- 
ment of disease; nor does there appear to be any other 
sanction for this kind of practice at the present time. 

It has been pointed out, however, that in this 
communication Sir Thomas Horder dwelt on the accu- 
racy of certain tests made with Dr. Boyd’s ‘‘eman- 
ometer,’’ and the effect of this has been to confirm 
in the minds of many of the public the rightness of 
their view that there ‘‘still may be something’’ in 
the original Abram’s boxes, an interpretation of the 
communication which appeared in certain newspapers. 
For this reason it is sugges‘ed that-the report of the 
committee should have been delayed until further de- 
tailed announcements could have been made with 
regard to the possible scientific or medical uses or not 
of Dr.. Boyd’s apparatus. Indeed, after a critical 
analysis of. the report, Dr. Douglas Webster concludes 
that the whole position ‘‘from the point of view of 
those (especially the Electro-Therapeutic Section, who 
were invited to the meeting but were unable to express 
any opinions) who are more familiar with electrons 
and electrical apparatus, was left most unsatisfactory. 
The whole matter seems to be as yet of no medical 
interest, yet medical developments were hinted at.’’ 

It may be of interest to add that the secretary 
of the Society of Electronic Medicine in London, takes 
exception to Sir Thomas Horder’s statement that the 
employment of Abrams’ treatment ‘‘is scientifically 
unsound and ethically unjustified.’’ At the same time, 
however, it is admitted that ‘‘ Abrams himself was not, 
according to our ethical ideas, free from the blame 
attached to the cult which sprang up as a result of 
his conceptions.’’ H. E. M. 


AUSTRALIA 


Attention is being concentrated on a campaign for 
the improvement of conditions in the practice of 
obstetrics. The first official recognition of the neces- 
sity for improvement took the form of a maternity 
bonus of five pounds, but the large annual expenditure 
which this involved does not seem to have had any 
appreciable effect on the high morbidity amongst the 
mothers and mortality amongst the babies. A de- 
partmental report in 1917 reported in strongly critical 
terms on the methods of midwives and medical prac- 
titioners, and advised that infective conditions asso- 
ciated with child-birth should be made notifiable, and 
their recommendations were endorsed by the Federal 


Committee of the British Medical Association. Since 
then, however, no more has been done, and it is com- 
plained that notification is not being thoroughly car- 
ried out. The repeated demands of leading medical 
men have urged the university authorities to reform 
the training of medical students in midwifery, a chair 
for the subject having been established in the Univer- 
sity of Sydney, with signs of similar improvements in 
the University of Adelaide. Efforts are also being 
made for increasing the number of beds in hospitals 
for women in labour, and for the establishment of 
a number of private lying-in hospitals. H. E. M. 


Hews Ftems 
GENERAL 


Dr. A. F. McCallan, C.B.E., M.D., F.R.C.S., formerly 
Director of the Egyptian Government Ophthalmic Hos- 
pitals has been elected ‘Assistant Ophthalmic Surgeon to 
the Westminster Hospital and Assistant Surgeon to the 
Royal. Eye Hospital, London, England. 


The Canadian Nurses’ Association will hereafter be 
known as the Montreal Graduate Nurses’ Association, 
and the register for nurses will continue under the same 
management at 638a Dorchester St. W., Montreal. 
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NOVA SCOTIA 


Within little more than a year, no less than four 
members of our profession who were resident in the 
little town of Wolfville have passed away after having 
considerably outlived the ‘‘allotted span.’’ The Journal 
has already published obituaries of Doctors J. G. Allen, 
aged seventy-one; A. deW. Barrs, aged eighty-two; and 
George E. deWitt, aged eighty-three. This month there 
appears a notice of the death of Dr. E. N. Payzant, at 
the age of ninety-five. The oldest surviving member of 
the profession in Nova Scotia, Dr. A. J. Cowie, still hale 
and active, though in his ninetieth year, has spent the 
summer months at Wolfville for several years past. 
Surely there must be some quality associated with this 
most charming of Nova Scotia towns which conduces to 
longevity—at least among medical men. 


In no less than five of the forty towns of Nova 
Scotia, physicians were elected to the mayoralty at the 
recent town elections. These medical mayors are Dr. 
W. F. MacKinnon, Antigonish; Dr. J. A. Sponagle, Mid- 
dleton; Dr. H. B. Havey, Stewiacke; Dr. M. D. Mac- 
Kenzie, Parrsboro; Dr. O. B. Keddy, Windsor. To their 
worships, the Journal extends congratulations. 


At the meeting of the Halifax branch of the Medi- 
cal Society of Nova Scotia, held on January 28th, a dis- 
cussion on ‘‘ Everyday Obstetrical Problems’’ was com- 
menced. Dr. E. K. Maclellan spoke on ‘‘ Accidental Hae- 
morrhage and Placenta Praevia’’; Dr. Burris on ‘‘The 
First Stage of Labour’’; Dr. P. A. MacDonald on 
‘*Eclampsia,’’ and Dr. A. MacD. Morton on ‘‘The Third 
Stage of Labour.’’ Each of these speakers dealt with 
his subject clearly and comprehensively. A general dis- 
cussion followed which proved so interesting that no one 
thought of leaving until adjournment at a very late 
hour. At the next meeting the discussion is to be con- 
tinued, with Doctors Atlee, Miller and Murphy as the 
principal speakers. They will deal respectively with 
*“Uninfected Abortion,’’ ‘‘Septic Abortion,’’ and ‘‘ Cae- 
sarean Section.’’ 


The annual meeting of the Nova Scotia branch of 
the Canadian Red Cross Society was held at Halifax on 
the 29th of January, and was well attended by repre- 
sentatives from various parts of the province. The 
morning was given up to the reception of reports, the 
afternoon to the visitation of the Vetcraft shops, the 
Port Nursery and other interests of the organization, 
and the evening to the discussion of reports and of plans 
for this year’s activities. The reports were all of a most 
encouraging nature. Medical men are naturally most 
interested in the public health work of the Society, 
including its promotion of classes in home nursing, its 


travelling health clinics, its educational work through 
the Junior Red Cross, and its assistance of the public 
health nursing organization, in all of which splendid 
work was last year accomplished. Mr. J. L. Hethering- 
ton was re-elected to the presidency, and Dr. Smith L. 
Walker continues to serve as the very efficient Com- 
missioner. 


The announcement that Professor John Cameron is 
shortly to be married to Miss Moffat, a young Scotch 
lady who has been prominently identified with many 
movements for the public good in her native shire, has 
been received with much interest. Dr. Cameron is known 
not only as an anatomist but also, and to laymen more 
particularly, because of his attainments in music and in 
Egyptology. He is always in demand as a popular lec- 
turer in these subjects, and has thus been introduced to 
the greater number of the towns throughout Nova Scotia. 
The high estimation in which he is held by his colleagues, 
his students and the laity alike has been demonstrated 
by the enthusiasm with which his proposed matrimonial 
adventure has been hailed. 


The Nova Scotia Medical Bulletin, the organ of the 
Medical Society of Nova Scotia, made its appearance in 
a very attractive new dress in January. In its enlarged 
form, it will prove more popular than ever with the 
membership of the Nova Scotia Society. Much credit 
is due to its editor, Dr. Smith L. Walker, for his tire- 
less and most successful efforts in making this publica- 
tion a worthy mouthpiece of the profession of the Blue- 
nose province. In its columns the doings of the Execu- 
tive of the Society, of the several branches, and of in- 
dividual members are chronicled, and the papers read 
at the meetings of the Society are published. The new 
Bulletin is a forty-eight page monthly, beautifully 
printed, and in every way most creditable to the 
Society. 


Dr. A. G. Huntsman, who several years ago strayed 
away from medical paths and was for some time con- 
nected with the Department of Biology at the University 
of Toronto, has been entrusted with the organization of 
a new experimental station at Halifax for the investi- 
gation of certain problems in connection with the fisher- 
ies. Dr. Huntsman’s reputation as a marine biologist 
is well established, and as he has carried on much of his 
research at St. Andrew’s and other points in the mari- 
time provinces he will be able to apply to his work an 
already extensive experience with local conditions. 
Among other matters to which he will devote study is 
the development of more satisfactory methods of pre- 
paring sea food for transportation in the interior; a 
matter which is of much more than commercial interest. 


QUEBEC 


The Catharine Booth Mothers’ Hospital, at 300 
Walkley Avenue, Montreal, was opened recently with 
fitting ceremony by Sir Arthur Currie, Principal of 
McGill University and Mayor Duquette. The new hos- 
pital contains forty-five beds and is a thoroughly up-to- 
date institution. It will take the place of the hospital 
in Outremont, which has been in operation since 1911. 
This latter hospital will close as an institution for the 
present, but will later on be re-opened as a children’s 
hospital. In the new hospital there will be no charges. 
It will be run for the poor who will be taken and cared 
for; mothers married and single, will be admitted. 


The new Rosemount Hospital at 4041 Rosemount 
Boulevard was opened February 7th, by Alderman J. 


N. Drummond. This new institution has accommodation 
for twenty beds and is prepared to receive all but con- 
tagious cases. Alderman Drummond turned the key in 
the main entrance door at four o’clock, and short ad- 
dresses were made by the Rev. M. Campbell, the Rev. 
J. Potter, the Superintendent, Miss Isabelle Mackay, 
and by Dr. Demers, head of the surgical department. 


The new Shriners Hospital on the side of the moun- 
tain adjoining the Children’s Memorial will provide 
fifty beds for crippled children. The work will be car- 
ried on by the Shriners, who will undertake the support, 
care and training of the patients. Mr: Elliott explained 
that the Montreal Institution would be one of the eight 
unit hospitals established for crippled children under the 
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direction of Shriners throughout the continent. Not only 

were the hospitals originally established by the Shriners, 
but their subsequent upkeep was also borne by them with- 
out any assistance from municipal or provincial sources. 
The surgical work of the hospital will be in charge of 
Dr. Mackenzie Forbes. The formal opening was held 
on the 15th instant. 


The formation of a hospital commission for the 
purpose of creating closer co-operation among the hos- 
pitals of the city, was suggested by Lieut. Colonel Her- 
bert Molson, in an address at the annual meeting of 
the Montreal Maternity Hospital, reviewing the situ- 
ation as it has been, and is at present, in Montreal. 


Significant proof that the importance of mental 
hygiene was becoming generally recognized was given at 
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the annual meeting of the Mental Hygiene Committee, 
in the addresses of the President and of the Medical Direc- 
tor. Dr. C. K. Russell, the retiring president of the com- 
mittee, voiced the satisfaction and encouragement derived 
by the grant of $15,000 yearly for a period of five years 
for mental hygiene work in Montreal. Half of this 
amount was donated by the Rockefeller Foundation and 
the remainder raised from Canadian sources. The most 
outstanding fact in the past year’s work in the opinion 
of Dr. G. S. Mundie, Medical Director, was the realiza- 
tion by social agencies of the importance of mental 
hygiene in solving social problems. The credit of the 
well organized and active Juvenile Court Committee was 
mentioned as largely due to the Mental Hygiene Com- 
mittee, which among its many activities is striving to 
improve the lot of the juvenile delinquent. The organ- 
ization of the big brother and big sister movements was 
also one in which the Committee took a prominent part. 


ONTARIO 


On December 18th, the Kent County Medical Society 
held a meeting at Chatham, which was addressed by Dr. 
A. L. Loekwood on ‘‘Goitre,’’ and Dr. M. H. 8. Hutchi- 
son, on ‘‘Renal Disease.’? 


Dr. V. E. Henderson of the University of Toronto 
addressed the Renfrew County Medical Society at Pem- 
broke on December 18th, his subject being ‘‘ The modern 
conception of the use of drugs.’’ 


At a meeting of the Peterborough County Medical 
Society held in Peterborough on December 18th, Dr. K. 
G. MacKenzie, of Toronto, gave an address on ‘‘Tri- 
geminal neuralgia.’’ 


Dr. Geo. Smith addressed the Sault Ste. Marie Medi- 
cal Society on December 20th, on ‘‘ Protein sensitization 
in: infancy and childhood and its relation to the treat- 
ment and management of eczema and asthma.’’ 


At a meeting of the North Waterloo Medical Society 
at Kitchener on December 19th, Dr. H. H. Bullard, of 
Western University spoke on ‘‘The pathology of the com- 
mon causes of death as seen at autopsy.’’ 


The following topics have been presented at regular 
meetings of the Hamilton Medical Society:—January 
7th, Dr. John Oille, ‘‘ The diagnosis, prognosis and treat- 
ment of cardiac irregularities’’; January 14th, Dr. E. 
A. Morgan, ‘‘Some common errors in the diagnosis of 
acute conditions in infancy’’; January 21st, Dr. F. F. 
Tisdall, ‘‘Some fundamental principles of infant feeding 
and their practical application in every day practice’’; 
January 28th, Dr. Alan Brown, ‘‘ Deficiency Diseases: 
The etiology and cure of rickets, scurvy and tetany’’; 
February 11th, Dr. Geo. Ramsay, of London, ‘‘The 
hand, and the relation of its anatomy to infections’’; 
February 18th, Dr. Warner Jones, ‘‘ Enlarged prostate.’’ 


At a meeting of the Brant County Medical Society 
held in Brantford on January 8th, Dr. W. Easson Brown 
gave a talk on ‘‘ Anaesthesia.’’ 


Dr. A. J. Grant of the Western University Medical 
School, London, addressed the St. Thomas Medical 
Society on January 9th, his subject being, ‘‘ Office treat- 
ment of haemorrhoids and kindred conditions under local 
anaesthesia. ’’ 


At the meeting of the North Waterloo Medical 
Society in Kitchener on January 9th, Dr. J. D. Loudon, 
of Toronto spoke on ‘‘ Clinical electrocardiography.’’ 


Dr. Roscoe Graham, of Toronto, addressed the Lin- 


coln County Medical Society at St. Catharines on Jan- 
uary 9th, his subject being, ‘‘The importance of the 
history and clinical examination in acute abdominal con- 
ditions. ’’ 


The Porcupine District Medical Society met at Tim- 
mins on Jazuary 10th. Dr. H. W. Hill, of London, gave 
an address on ‘*Modern views of isolation, quarantine, 
disinfection. ’’ 


On January 14th, Dr. Geo. S. Strathy addressed the 
Niagara Falls Medical Society on ‘‘The differential diag- 
nosis of pain in the back.’’ 


Dr. D. E. 8. Wishart, of Toronto, addressed the 
Sault Ste. Marie Medical Society on January 16th, tak- 
ing as his topic, ‘‘Ear conditions in children.’’ 


The Niagara District Medical Association met in 
Welland on January 20th. Dr. E. J. Trow gave an 
address on ‘‘The diagnosis and treatment of the egm- 
mon skin affections.’’ 


The South Waterloo Medical Society met at Galt 
on January 22nd. Dr. Roscoe Graham presented the 


following topic, ‘‘Surgery of the gall bladder and pan- 
creas.’ 


Dr. J. J. R. Macleod, of the University of Toronto, 
addressed the North Waterloo Medical Soeiety at Kit- 
chener on January 30th, his topic being, ‘‘The cause of 
shock and allied conditions.’’ 


On February 3rd, Dr. C. S. Wright, of Toronto, ad- 
dressed the Essex County Medical Society at Windsor, 
on ‘‘Some explanations of low back pain with eongider- 
ation of sacro-lumbar and sacro-iliac legions.’?’ 


Dr. Clarence B. Farrar has been Tot the 
Chair of Psychiatry in the University , and 
to the directorship of the psycopathie alimie at the 
Toronto Reception Hospital. Coming most from 
the Homewood Sanitarium in Guelph, Dr. Farrar has 
been connected in the past with many institutions and 
associations eminently fitting him for his new post. 
An A. B. Harvard 1896, M.D. Johns Hopkins, Student 
at Heidelberg 1902-4 he returned to take up the post 
of assistant physician at the Sheppard-Enoch Pratt 
institution of psychiatry in Baltimore, remaining there 
thirteen years as physician and director of the neuro- 
logical laboratories. While in these positions he was 
further occupied as research assistant at the Carnegie 
Institute, as instruetor in psychiatry and assistant in 
Johns Hopkins University, and from 1913 to 1916 lec- 
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tured in abnormal psychology at Princeton. During the 
‘World War’’ he was captain and major in the 
C.A.M.C., and chief psychiatrist to the D.8.C.R. of Can- 
ada in 1918. Dr. Farrar has made many contributions 
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to the sciences of neurology and psychiatry, contribu- 
tions dealing largely with histology, and histopathology 
of the nervous system, psycho-pathology, diagnosis and 
treatment of nervous diseases and military psychiatry. 


MANITOBA 


At the conference of Medical Services of Canada 
held in Ottawa in December, Manitoba was represented 
by Dr. W. A. Gardiner and D. S. MacKay. 


The Shriners Hospital for the care and treatment 
of orthopaedic cases under the age of fifteen years will 
be opened about March 1 under the direction of Dr. 
Angus A. Murray. An arrangement has been made 
between the Shriners and the Board of the Children’s 
Hospital of Winnipeg whereby the Shriners Unit will 
occupy twenty beds in the Children’s Hospital. 


Dr. Donald Black and his bride left Winnipeg on 


Feb. 4th, for the island of Formosa, where, with two other 
doctors already on the field, he will proceed to re-open 
the Presbyterian Hospital at Taihoku, the capital. Dur- 
ing the war the hospital had to be closed on account 
of the lack of medical missionaries. Graduating from 
Manitoba University in Medicine in 1924, Dr. Black has 
had a distinguished career as a student and his many 
_— wish him happiness and success in the far distant 
ast. 


Dr. C. R. Gilmour has been appointed head of the 
Department of Internal Medicine in St. Boniface 
Hospital. 


ALBERTA 


Dr. W. Hackney, of Calgary, has returned from 
New York, where he has spent the past month in special 
work at the Manhattan Eye, Ear, and Throat Hospital. 


Dr. J. N. Gunn, D.S.O., and Mrs. Gunn, of Calgary, 
have left for a cruise of several. weeks in the West 
Indies. 


Dr. W. T. Rush, of Lamont, has returned home after 
an absence of three months, during which he has been 
acting as surgeon on one of the Pacific Ocean liners. 


The annual banquet of the Calgary Medical Society 
took place at the Palliser Hotel on the evening of Febru- 
ary 3rd and was presided over by Dr. Follett. The 
Hotfourable R. G. Brett, M.D., LL.D., Lieutenant-Gover- 
nor of the province, who has attended these functions 
for many years, was unable to attend on account of ill- 
ness. Among the speakers were.S. C. Reet, the United 


States Consul, Judge Rolafd Winter, City Solicitor L. 
W. Brockington, Dr. D. B. Leitch, of Edmonton; Dr. 
J. E. Lovering, of Lethbridge; Dr. Oliver Boyd, of Medi- 
cine Hat, and Dr. T. H. Crawford, of Calgary. The 
gathering was largely attended by members of the 
Society. 


Dr. J. R. Dean, of Elnora, is at present pursuing 
post-graduate studies in the east. 


Dr.. W. W. Cross, of Youngstown, left recently for 
Chicago to take up special work in psychotherapy. 


Dr. J. B. MacKay, of Kitscoty, has taken over the 
practice of Dr. Knoll, who has moved to Vermilion. 


The condition of Dr. H. G. Nyblett, of Calgary, 
shows no improvement and is the cause of much concern 
to his many friends. 


BRITISH COLUMBIA 


Dr. A. I. Brown is leaving this month for a trip 
to the Orient and expects to be away about two months. 


Dr. J. P. MacKie left Vancouver Feb. 6th, to prac- 
tise at McBride, B.C. 


Dr. D. W..MacKay has left Salmon Arm for Nelson, 
B.C., where he will assist Dr. L. E. Borden. 


Dr. W. C. McKechnie has left for Louisville, Ky., 
and while away he hopes to pay a visit to Rochester and 
the Mayo Clinic. 


Dr. Mix, of Mercy Hospital, Chicago, passed through 
the city on his way to Honolulu and as the hospital staff 


was in session, Dr. Mix addressed them on the subject 
of ‘‘Goitre.’’ 


Dr. R. G. Large, assistant to Dr. H. C. Wrinch, of 
Hazelton, has been appointed medical health officer 


and school inspector for that district, by the Provincial 
:Government. 


At its December meeting the Victoria Medical 
Society unanimously decided to invite the Canadian Medi- 
cal Association to hold its 1926 annual meeting in 


Victoria, B.C. Climatic conditions which are a feature 
in that city, should make such a meeting place popular. 


At the January clinical meeting of the Victoria 
Medical Society, held at the Jubilee Hospital, after the 
presentation of cases, Dr. A. 8S: Lamb of the Provincial 
Health Department gave an interesting talk on the work 
being done by the department to combat the spread of 
tuberculosis in the province. 


A meeting of the full executive of the British 
Columbia Medical Association was held in Victoria on 
Jan. 12th, when many important matters were dealt 
with. After the meeting, members of the executive were 
the guests of the Victoria Medical Society at a luncheon 
which was presided over by Dr. Walter Bapty, President 
of the local society. 


At a clinical meeting held on January 21st, Dr. 
J. H. MacDermot showed a -case of chronic arthritis 
of the knee in a child which was considered to be tuber- 
culous by those present. Dr. A. Lowrie presented for 
diagnosis a Japanese boy ill three and a half weeks 
following pneumonia. This was thought to be a case of 
tuberculosis with spontaneous pneumothorax. Subsequent 
operation discovered a pocket of pus in the right lung 
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DR. G. L. MILNE 
Victoria, B. C. 


Dr. G. L. Milne is an active member of the Victoria 
Medical Society, and also of the British Columbia Medi- 
cal Association, and it is with some pleasure that the 
profession in Victoria accepts this opportunity to acknow- 
ledge with grateful thanks his many years of service 
to its members, and the valuable contribution of time 
and effort which Dr. Milne and his confréres were able 
to make in laying down initial 
legislation for control of medi- 
cal practice in those days of 
the early eighties. The work 
was well done and when one 
realizes how difficult it is 
even now—forty years later— 
to obtain enthusiastic support 
from legislatures and lay- 
opinion for the control of 
medical practice, we may know 
how much we owe to the per- 
sistent effort of these men. 

Dr. Milne is held in de- 
served respect by the members 
of the medical associations in 
British Columbia and in pass- 
ing tribute to him at this time 
we trust that he will have 
many years of good health 
and activity in which to re- 
ceive them. 

Our esteemed friend prac- 
tised in those days when 
everything in the west was 
fresh, even the advent of the 
transcontinental railway, and 
he has many interesting ex- 
periences to recount. Some 
day we may have a story of 
the early days in the medical 
history of British Columbia 
from the pen of Dr. Milne. 

Dr. Milne is a regular 
attendant, at the meetings and luncheons of the Victoria 
Medical Society and has many a good story of the old 
times for those in ear-shot at the luncheon table. 

In November last Dr. G. L. Milne retired by super- 
annuation from the Dominion Department of Health in 


this province. Dr. Milne is considered now to be the old- 
est medical practitioner in the province, having resided 
in Victoria for about forty-five years, being an active 
practitioner up to the time of his accepting the position 


At the general meeting of the Vancouver Medical 
Association held on the 6th January, Dr. Frederic 
Brodie delivered the Osler Lecture for 1924, taking as his 
subject ‘‘ Aphasia.’’ This’ lectureship was established 
by the Association some years ago in memory of Sir 
William Osler, who was an honorary member of the 
Association. 


The Summer School of the Vancouver Medical Asso- 
ciation will be held this year on July 2nd, 3rd and 4th. 
Arrangements are already well in hand. Sir Henry Gray 
of Montreal will be the speaker on ‘‘Surgery.’’ Other 
eminent men from eastern Canada and the States have 
been invited to lecture to the school and their names 
will be announced later. 


A luncheon of the British Columbia Medical Asso- 
ciation was held in Vancouver on Feb. 6th, when ad- 
dresses were given by Dr. E. D. Carder and Dr. J. H. 
MacDermot, both of whom gave interesting reports of 
their visit to Ottawa, and of the conference on medical 
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of Medical Inspector for the Dominion Government, 
which for over twenty years he has held. 

In the early days he took a lively interest in bring- 
ing about legislation for better and more desirable laws 
for medical registration. An act to effect this was first 
passed by the local legislature in 1886, after which he 
held the office of registrar and secretary for about 
twelve years. 

The few medical men residing in British Columbia 
in the early eighties at the time referred to, have all 
passed away. Dr. Milne is 
the only one left of the num- 
ber, and he recalls with inter- 
est the earnestness and co- 
operation of the few physi- 
cians of that time, who took 
up the matter of establishing 
a medical council, and ob- 
tained an act for the proper 
registration of medical prac- 
titioners. The registration 
previous to that time was not 
conducive to the best interests 
of the medical practitioners or 
of the community at large. 

The obtaining of the con- 
sent of the legislature and the 
passing of a medical act at 
that time, was not obtained 
without difficulty, as through- 
out the province all sorts of 
practitioners and medical men 
had settled, especially in the 
mining camps. It was there- 
fore difficult to convince the 
residents of these sections of 
the province of the necessity 
of a change in the law, but 
that was obtained by patient 
waiting, and persistent work. 

The first medical act was 
passed in 1886, and has been 
amended since then from time 
to time. 

Dr, Milne was a member of the legislature from 1890 
to 1895. Since he is now retired, Dr. Milne will de- 
vote most of his time to his private and financial inter- 
ests, although he will retain his association with the medi- 
cal profession as well as with the various medical societies. 

The daily newspaper on his retirement eulogized 
him very highly for his services rendered to the city 
while a member of the local legislature, and recognized 
his long and faithful service while an officer of the 
Dominion Government. 


services held in that city last December, between the 
Deputy Minister. of Health and representatives of the 
profession from all the various provinces. Short talks 
were also given by the chairmen of the various special 
committees on the work accomplished by the provincial 
association during the past year. Dr. C. H. Vrooman, 
President, presided. 


The building of a new infectious diseases hospital 
for Greater Vancouver is at last assuming definite shape. 
Recently members of the Hospital staff in company with 
representatives of the City Council visited California 
with the view of obtaining the latest information relative 
to construction, cost of maintenance, etc., of the hos- 
pitals in the south. 


The Victoria Medical Society at its January meeting, 
enjoyed interesting papers read by Dr. J. G. McKay, 
of New Westminster, and Dr. F. P. Patterson, of Van- 
couver. 

Dr. McKay’s subject covered ‘‘Some mental 
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Problems confronting the Medical Profession,’’ and 
was presented in a very forceful and impressive manner. 

Dr. Patterson dealt with ‘‘Chronic Arthritis’’ and 
covered the subject in an interesting and instructive way. 
The thanks of the Victoria Medical Society was extended 


to these gentlemen who had crossed from the mainland 
for this meeting. 


Efficacy of iodine in the treatment of goitre in 
animals was described before the health bureau of the 
Board of Trade by Dr. W. D. Keith, who has made 


extensive research into the subject in the Pemberton 
Meadows district. 


Until a few years ago goitre was very prevalent in 
the district, both among animals and humans, It. was 
almost impossible at one period to raise young animals 
owing to the prevalence of goitre, and humans, especially 
women and children who came into the district to reside, 
developed symptoms of the disease. 


Mr. John Ronayne, a settler, finally began to feed 
iodine to his cattle and within a short period achieved 
remarkable results. 


United 


THE NEW CANCER INSTITUTE AND HOSPITAL 
AT THE UNIVERSITY OF MINNESOTA 


The cornerstone for the Cancer Institute at the 
University of Minnesota was laid October 1, 1924, by 
Dr. Arthur C. Strachauer, Chief of the Department of 
Surgery of the Medical School, University of Minnesota, 
and local chairman of the American Society for the Con- 
trol of Cancer. 

The Institute is the result of a gift of $250,000 from 
Mrs. George Chase Christian to the University of Minne- 
sota, through the Citizen’s Aid Society which was 
founded by the Christian family as a means of carrying 
on philanthropic enterprises. 

The Institute building will be an addition to the 
present University hospital. The staff will be composed 
of members of the clinical and laboratory staffs of the 
medical school. 

There will be fifty beds, for three types of patient: 
(1) charity patients; (2) patients who can afford to 
pay their hospital bill, but are unable to pay for pro- 
fessional services; and (3) patients who will pay pro- 
fessional fees as well as hospital charges. In the words 
of Dr. Strachauer, ‘‘The poor man as well as his more 
prosperous brother will receive the best that science 
has to offer, and the rich man will not be denied the 
same on account of his wealth.’’ 


Ground has been officially broken and actual con- 
struction begun on New York’s new medical centre 
which is being developed under the direction of the 
Joint Administrative Board of Columbia University and 
the Presbyterian Hospital. The opening exercises took 
place on January 31, on a piece of ground twenty-two 
acres in extent, situated on Broadway and 168th Street. 
A notable gathering of representative persons were pre- 
sent. General William Barclay Parsons, Chairman of the 
Board presided, and the first sod was turned by Mr. Hark- 
ness, a former chairman of the board. The size of the 


‘‘In the unending strife for civie betterment, 
small is the use of those people who mean well, 
but who mean well feebly. The man that 
counts is the man who is decent, and who makes 
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Dr. Keith stated that no amount of iodine fed to 
humans who had had thyroid gland trouble over a long 
period would reduce the gland to normal, but he thought 
that feeding iodine such as in prepared salt and other 
ways was a good preventative. 

Mr. Ronayne’s experiment in the Pemberton 
Meadows showed that the total cost of iodine for animals 
was $2 a year for 100 head of cattle, twelve horses, 200 
chickens and a number of other domestic animals. 


The members of the Executive Committee of the 
British Columbia Medical Association were the_ guests 
at a special luncheon of the Victoria Medical Society 
held at the Empress Hotel on January 12th, which was 
attended by a majority of the members. This proved 
a delightful function. The Secretary-Treasurer, Dr. J. 
H. MacDermot gave a report of his visit to Ottawa on 
the occasion of the conference on ‘‘ Medical Services,’’ 
held last December; and the chairmen of the various 
committees gave five minute speeches on their work. Dr. 
Murphy, of Kamloops, also read an address on ‘‘Con- 
tract Practice,’’ which it is hoped to have published in 
extenso at a future date. 


States 


structure will be appreciated by the estimated cost of its 
first building—a ten million dollar structure. There are 
many other buildings to be erected before the centre 
will be complete. Addresses were made by several noted 
speakers. 

Mr. Sage, President of its Board of Managers re- 
presenting the Presbyterian Hospital, said early in the 
meeting: ‘‘Many years ago two partners, Columbia 
University and the Presbyterian Hospital, conceived a 
vision. That vision was born of a wish to accomplish 
for the City of New York a broad union of the forces 
of medical practice, education and research to the end 
that man might reap the benefit. The way has proven 
to be fraught with difficulties. This day marks the 
threshold of the realization of that. early vision. Only 


a divinely guided will to succeed has made the end 
attainable. 


The National Board of Medical Examiners in the 
United States announced to-day that three additional 
states—Michigan, Oklahoma and Wyoming—have notified 
the Board that after this they will accept its certificate 
as qualifying physicians to practise medicine in those 
states. This makes a total of thirty-one states which now 
recognize the Board’s certificate granted to candidates 
passing its uniform qualifying examinations. In ten 
other states favourable legislation is now pending, and 
it is expected that eventually the certificate granted by 
the Board will be recognized in all parts of the country. 
Dr. Rodman announced that in the last examination of 
candidates, in subjects covering the first two years of 
medical study, Robert H. McDonald, of Lakeside, Ont., 
Canada, University of Toronto, Faculty of Medicine, 
passed among the ten highest candidates with a score 
of 388 of a possible 425. In Part II. examination cov- 
ering the work of the third and fourth years in medicine 
Dr. W. O. Thompson, of Halifax, N. 8., of the Harvard 
University Medical School, passed among the first ten, 
taking 195.9 marks out of a possible 225. 


himself felt as a force for decency, a force for 
clean living, for civic righteousness.’’ 


—Theodore Roosevelt 
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The Difficulties of 
Infant Feeding 


The failure of the Mother to feed her own 
offspring may be due to something lacking in 
her own diet. 


The remarkably satisfactory results 
obtained by the addition of Virol to the 
diet of artificially fed children should be 
anticipated by the addition of Virol to 
the diet of the expectant and nursing 
mother herself. 


Virol contains: Bone 
Marrow, Beef fat, Malt 


Virol is essentially the food for growth extract, Lemon Juice and 


‘ E . Salts of Lime and Iron. 
and development. It is peculiarly suited Free samples will gladly 
: be supplied to medical 
to the maternal needs, supplying concen-  ™" ™ "aves". 
trated nourishment in a form that does not tax the 


organs of the digestion or excretion. 


By reason of its physiologically correct balance, its 

vitamin content, and especially because it is so 

easily assimilable, Virol is essentially the food 
for growth. 


VIROL 


Forty Million portions of Virol were given 
last year in 3,000 Hospitals and Infant 


Clinics in‘ Great Britain. 
VIROL LTD., HANGER LANE, EALING, LONDON, W.5. 
Bovril Limited, Distributors of Virol, 6201 Park Avenue, Montreal 
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Book Reviews 


The Nature of Disease. Part I. By J. E. R. MeDon- 
agh, F.R.C.S. 327 pages, illustrated. 8°. Price 3 
guineas. London, William Heinemann (Medical 
Books) Ltd. 1924. 


This is a handsomely printed and illustrated book, 
containing fifty-nine plates many of which are beau- 
tifully coloured, by the well-known surgeon to the 
London Lock Hospital. It is a description of the re- 
search work done there by the writer, and of the 
opinions which he has formed. As the author intends 
to continue his investigations, subsequent parts will 
be published under the same title. 

The medical world has learnt to expect originality 
of thought in the writings of Mr. McDonagh—we need 
only cite his book Venereal Diseasess_ their Clinical 
Aspect and Treatment—and in the book under review 
the reader will not be disappointed. A study of the 
cause of syphilis was the starting point of the author’s 
research work, and he has already published his belief 
that the Spirochaeta pallida represents only the adult 
male phase of a protozoon which he terms Leucocytozoon 
syphilidis. It must be admitted that little enough is 
known about the life history of such lowly organisms. 
It is possible that some day different phases may be 
distinguished but no one, as far as the reviewer knows, 
has expressed himself so emphatically as has Mr. 
McDonagh in the following summary at the end of his 
chapter on the micro-organism of syphilis:—‘‘The 
syphilitic parasite is a coccidial protozoon. The actual 
cause of the disease is a spore which develops like the 
Leishman-Donovan body inside an endothelial cell. 
The female cells resulting from this development lead 
an extracellular life, while the male cells enter and 
develop in other endothelial cells. The adult male cell 
fertilizes the female cell as a spermatozoon does an 
ovum. The combined nuclei undergo division and sub- 
division to form a spore-cyst. The mature spore-cyst 
ruptures its ‘envelope’ and frees the spores, the in- 
fective agents.’?’ Numerous plates of cells and tissues 
illustrate these various stages of development and 
we leave it to the readers to decide for themselves 
whether Mr. McDonagh’s views are correct or not. 

Each and every one of the seventeen chapters in 
this book gives as much food for thought as that refer- 
red to above. If the author’s ideas are novel to the 
reviewer he can but recommend the book to others 
for study. He leaves it to biologists to express a 
definite opinion concerning Mr. McDonagh’s conception 
of ‘‘conductors,’’ and ‘‘condensers,’’ and of the 
‘*general protective substance’’ in his chapters on 
the rationale of staining; to these also we must refer 
the author’s views on the measurement of dispersion 
- and condensation, on chemotherapy, and on coagula- 
tion of the blood. His views on shock are very 
interesting. A. M. 


Developmental Anatomy. By Leslie Brainerd Arey. 
433 pages, with 419 illustrations. Price $5.50 net. 


W. B. Saunders Co., Philadelphia and London; 
Canadian Agents, The J. F. Hartz Co. Ltd., 
Toronto and Montreal, 1924. 


In this work we are presented with another stage 
in the evolution of an embryological text-book. Al- 
though the book before us has been advertised as 
‘Essentially New,’’ it is obviously another edition 
of the original work of Prentiss. From the point of 
view of the student, Prof. Arey has improved the book 
in many respects; the most radical change is the re- 
moval of the earlier pages of illustrations and text, 
intended for laboratory guidance, and placing them 
in the last two chapters which is a decided improve- 
ment. 


The remainder of the text has been thoroughly 
revised to meet the requirements of the hard-pushed 
medical student. The author has evidently aimed at 
simplicity, clearness and emphasis and these he has 
attained, even at the sacrifice of interest and life. 
The all important cross section that shows nothing, 
is largely superceded by beautiful drawings from 
models, the selection, drawing, labelling and printing 
of. which are extremely good. 

In the section devoted to laboratory instructions, 
a happy mean is struck between the study of serial 
sections and the dissection of whole embryos. A minor 
defect in the text is the unnecessary use of the word 
anlage; a term not yet anglicized and conducive to 
loose thinking and writing. 

From the standpoint of the practitioner and the 
general reader, who has some previous knowledge of 
embryology, Prof. Arey’s book leaves something to 
be desired. His book, like every other book on the 
subject written on this side of the water, uses the 
German or pure science approach. The body is divided 
into organs and tissues. These, in turn, are grouped 
into ectodermal, mesodermal ‘and entodermal deriva- 
tives. After a short discussion of the germ layers, 
each organ is taken up in turn and described as though 
developing in a test tube. Since the striking changes 
occur mostly in the first eight weeks of human develop- 
ment, attention is concentrated on this period and 
casual reference only made to later foetal rearrange- 
ments. 

In the modern English type of embryological text- 
book the subject is treated from the point of view of 
adult life. The end products of development are 
divided into convenient regions. The brain and skull 
are treated together. The intestines and pancreas 
are not divorced from their nerves and blood vessels. 
The great gap between the embryo and adult is bridged 
by a fuller treatment of secondary foetal growth and 
change. From the conventional text-book the reader 
can obtain a clear idea of the stages in the develop- 
ment of any organ and yet know nothing of parallel 
changes in related organs and tissues and have no 
idea of the structures of the embryo, or any region 
of it, at any particular time. 

For the trained reader especially the second 
method of treatment has distinct advantages, as he 
obtains a complete picture of the living and growing 
embryo, which he can follow with interest, and which 
he can connect with the adult body. The slight secon- 
dary changes in late foetal life interest the surgeon 
as much as the steps in earlier development. 

It is unfortunate that no one has found a way to 
combine these two methods of treatment within the 
limits of a practical text-book and Prof. Arey cannot 
be criticized for his failure to accomplish such an 
ideal. His book is intended primarily for students 
in medical schools and colleges. Beginners in such 
an intricate subject, who would be hopelessly befud- 
dled by the English type of work, will welcome the 
clear and simple, if somewhat stilted, American book 
as an aid in the mastery of the intricacies of the 
development of the human body. E. G. 


A Manual of the Diseases of the Nose, Throat and 
Ear. By E. B. Gleason, M.D., Professor of Otology 
in the Medico-Chirurgical College Graduate School, 
University of Pennsylvania. Fifth edition, thor- 
oughly revised. 12mo of 660 pages, 212 illustra- 
tions. Cloth, $4.00 net. Philadelphia and London: 
W. B. Saunders Company, 1924. 


This book of 660 pages entitled ‘‘A Manual of 
Diseases of the Nose, Throat and Ear’’ in its fifth 
edition, calls for only a brief review. The facts are 
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placed in a concise manner and the whole forms 
altogether an excellent treatise for the student and 
general practitioner. 

A short history of the laryngoscope marks an 
entrance to the volume. The are of laryngoscopy, 
rhinoscopy and otoscopy, together with plates showing 
the necessary instruments and methods of their ster- 
ilization and examination of patients occupies the 
first fifty-six pages. The usual chapters on the 
anatomy of the nose, pharynx, larynx and ear with the 
physiology and pathological conditions of the parts are 
well given. 

The diagnosis and treatment of the various con- 
ditions have received very careful consideration and 
operations advised are the actual experience gained 
by the author. The last chapter deals with numerous 
formulae which have been found useful in the author’s 
practical experience. 

The subject of local anaesthetics, climatology in 
its relation to ecatarrhal diseases and the use of 
vaccines and sera in connection with these diseases 
are also briefly outlined. Altogether, a well balanced 
little volume. G. C. 


The Chemistry of the Blood in Clinical Medicine. By 
O. L. V. de Wesselow, M.B., F.R.C.P. 225 pages, 
illustrated. Price 15s. net. Published by Ernest 
Benn Limited, 8 Bouverie Street, London, E.C.4., 
1924. 


As the author points out in his preface, this book 
approaches the problems and knowledge of blood 
chemistry from the standpoint of the clinician. It, 
therefore, does not pretend to be a reference book on 
the subject or a laboratory manual. It is a book to 
be read by the general practitioner, or student of 
medicine, who with at least a fair grounding in in- 
organic, organic, and vhysiological chemistry, wishes 
to keep in touch with the rapid progress in the appli- 
cation of this knowledge to the study, diagnosis, prog- 
nosis and treatment of disease. As such we feel the 
book fills a definite want and fulfils its purpose quite 
admirably. 

The opening chapter deals with the chemical com- 
position of normal blood. Then follow chapters on 
acidosis and alkalosis, diabetes, nephritis, tetany, 
rickets and gout. The final chapters deal with a sum- 
mary of our present knowledge of hydraemia, fats and 
lipoids, anoxaemia, etc. The last chapter is a review 
of analytical methods. It could as well have been 
omitted as it is too condensed to be of any value. 
Each chapter is followed by a short list of references 
to the more important text-books and original papers. 


Infantile Paralysis in Vermont, 1894-1922.. A Memorial 
to Charles 8. Caverly, M.D. 375 pages. State De- 
partment of Public Health, Burlington, Vt., 1924. 


‘¢Infantile Paralysis in Vermont’’ is a state publica- 
tion issued by the Vermont Board of Health to com- 
memorate its late distinguished president, Dr. Charles 
Caverly of Rutland, whose biography is given. The book, 
which is of some 375 pages, is of particular interest to 
public health officials and to students of infantile 
paralysis. It is divided into three main parts, Dr. 
Caverley’s reports on the various epidemics of infantile 
paralysis in Vermont, next a series of articles by the late 
Dr. Robert Lovett of Boston and his collaborators on 
the treatment of this disease, and finally the contribu- 
tions of the Research Department, Vermont State Board 
of Health on the same subject. 

Dr. Caverly’s seven papers cover the epidemics of 
infantile paralysis in Vermont with the greaiest detail, 
beginning with that of the year 1894, the first known 
epidemic of any considerable size to be reported in the 
United States. Case reports, seasonal and geographical 
distribution, age and sex incidence, surroundings of the 
patient, water supply and sewer facilities are all given 
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and discussed fully and interestingly in their relation- 
ship with the disease. Dr. Lovett’s articles, in the 
majority of which E. G. Martin, M.D., is collaborator, 
detail his well-known views on the subject of infantile 
paralysis, with special emphasis on the spring balance 
test for paralyzed muscles, and on muscle training. 
During the acute stage of the disease which lasts one 
to three months it is pointed out that rest is indicated 
and that no drug or serum is of known value. Massage 
is at this time contra-indicated. The second stage or 
stage of convalescence, during which spontaneous recov- 
ery to a great or less extent may be expected to occur, 
lasts about two years. Of the various forms of treatment 
advocated during this stage, Lovett discusses massage, 
electricity, heat and muscle training, giving his opinion 
that of these the last is of the greater value, while 
electricity is comparatively useless. Massage and heat 
are both considered as of value in promoting the cure, 
but not to the same extent as muscle training. Muscle 
training is described very comprehensively. It is neces- 
sarily to be preceded by a careful estimate of the 
strength with which the various arm and leg movements 
are carried out, as revealed by the use of a spring 
balance pulling against contracted muscle groups. Simi- 
lar examinations at intervals during the course of the 
treatment by muscle training will show the improvement 
in muscular strength. Lovett points out that over- 
stretched muscles are at a great disadvantage as regards 
recovery. Children should be encouraged to walk early, 
it being understood that the weakened muscles are to 
be protected by braces against overstretching. Oper- 
ations with the exception of simple stretchings or teno- 
tomy, should be deferred until the third or chroniec- 
stage, two or sometimes three years after the onset. By 
this time spontaneous improvement is no longer to be 
expected save in the case of relief to the overstretched 
muscle. Various operations are discussed briefly. 
The contributions of the Research Department of 
the Vermont State Board of Health are the work of 
W. L. Aycock, M.D., Harold L. Amoss, M.D. and 
Edward Taylor, M.D. These articles deal with such 
technical subjects as the neutralization of the virus of 
infantile paralysis by nasal washings, the carriage of 
the virus, and experiments on local specific therapy; 
matters which do not lend themselves to condensation. 
Dr. Lovett’s dictum that no drug or serum is of known 
value in the treatment of infantile paralysis is perhaps 
the simplest comment on the research papers, interesting 
though they are. J. A. NUTTER 


Applied Anatomy. The Construction of the Human 
Body Considered in Relation to its Functions, Dis- 
eases and Injuries. By Gwilym G. Davis, M.D., 
Late Professor of Orthopedic Surgery and Asso- 
ciate Professor of Applied Anatomy, University of 
Pennsylvania. Revised by George P. Muller, M.D., 
Professor of Clinical Surgery, University of Penn- 
sylvania. Large octavo of xii+638 pages with 
656 illustrations. 6th Edition. Price $9.00. Phil- 
adelphia and Montreal, J. B. Lippincott Company, 
1924. 


To say that a work of this size and scope has 
reached a sixth edition in fourteen years is sufficient 
to indicate that it has found favour with the medical 
profession. This revision has been undertaken by 
Prof. Muller who records that the untimely death of 
Dr. Davis has necessitated its appearance without his 
wise counsel. There appears to have been a very 
thorough revision with much new matter added, yet 
without materially adding to the bulk of the volume. 
‘he detailed descriptions of some operative procedures 
have been wholly rewritten, some of the newer surgical 
procedures appear for the first time. The treatment 
of factures has been modified to meet the Boston 
syllabus. The present edition has been brought well 
up to date and will doubtless receive the same welcome 
as the preceding editions. J. H. E. 
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Prescription Writing. By Cary Eggleston, M.D. 
Third edition, revised. 146 pages. Price $1.50 
net. W. B. Saunders Co., Philadelphia and Lon- 
don; Canadian Agents, The J. F. Hartz Co. Ltd., 
Toronto and Montreal. 


We are glad to see a third edition of this little book 
which is an exceedingly useful one and on the whole very 
well written, though it is intended for students and 
practitioners living in the United States and in conse- 
quence the names of the preparations given are those 
of the U.S.P. It contains also some variations in Latin 
which are not used in the British Empire, for instance 
the word chartula is used for a powder, and such words 
as menthol are declined, while according to British 
usage they are not. As a book for the American stu- 
dent it is ample, clearly written and exceedingly use- 
ful. For the Canadian, on the other hand, though it 
contains numerous hints it might not be so generally 
useful. Vou. HA. 


Landmarks and Surface Markings of the Human Body. 
By L. Bathe Rawling, M.B., B.C. (Cant.), F.B.C.S. 
Sixth edition. 97 pages, 36 illustrations. Price 
7s. 6d net. H. K. Lewis & Co. Ltd., 28 Gower 
Place, London, W.C.1. 1924. 


This book now in its sixth edition. It contains 
thirty-six illustrations, the majority of which are new. 
In the reviewer’s opinion these illustrations would be 
of greater value if they were less diagramatic. This is 
especially true of those dealing with the neck and face. 
The appendix contains a list giving the length of 
various passages, tubes, etc. in the body and the 
approximate weights of some organs. As a ready 
reference for students and practitioners as well as the 
operating surgeon, it will be found useful. 

J. D. McE. 


The Advance of Orthopaedic Surgery. By A. H. Tubby, 
C.B., C.M.G. Cr. 8vo., 144 pages, 31 illustrations. 
Price 7s. 6d. H. K. Lewis & Co. Ltd., 28 Gower 
Place, London. 1924. 


This little book gives a concise review of the advance 
made in orthopaedic surgery during the past twelve years. 
While the subject matter is treated very briefly from 
necessity in a volume of this size an up-to-date biblio- 
graphy is appended to the various chapters, which will 
enable the surgeon to readily follow up any special sub- 
ject in which he may be interested. 

In the section on spondylolisthesis a rare tuberculous 
form is described. Little, however, is said in regard to 
the much commoner congenital and traumatic varieties; 
the author’s views on the bone graft treatment would 
have been acceptable. 

In the brief reference to the historical development 
of the treatment of congenital hip dislocation one notes 
the omission of the names not only of Hoffa, who did the 
first open operation but particularly of Lorenz, who 
demonstrated and largely perfected the manipulative 
reduction and its after treatment. In discussing oper- 
ative measures a word on Lorenz’s bifurcation method 
would have been in order. 

A succinct account of the Mendelian Law is given 
in the words of Professor Bateson. Recalling the embry- 
ology of congenital hips one might perhaps take issue 
with the author in postulating a parental alcoholic his- 
tory in 10 per cent of cases for the failure of the iliae 
portion of the acetabulum to develop beyond the rep- 
tilian stage. We doubt if this failure can be ascribed 
to alimentation nor would such seem to account for the 
distinct influence played by sex. 

Legg’s disease receives a short description and 
although the literature is voluminous on this subject 
there is still a wide diversity of opinion as to its 
etiology. Of the congenital, infective and traumatic 
theories the latter, as originally propounded by Legg, 
continues to have many followers. 
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There is a thoughtful chapter on static and pos- 
tural conditions illustrated by some useful diagrams. 

As the wrecks due to infantile paralysis contribute 
such a large quota to crippledom, chapter 4 is of special 
interest and importance as it is only by the iteration 
and reiteration of such statements as are made therein 
regarding the acute and convalescent stages of the dis- 
ease, and especially of their treatment that the mass 
of the profession will be brought to realize their impor- 
tance. Regarding ‘‘carriers’’ it is perhaps hardly suffi- 
ciently emphasized that the paralysis in acute poliomye- 
litis is merely incidental and not essential and in this 
way children complaining of nothing more than what 
seems to be some trivial indisposition may be suffering 
from a mild attack and so probably play a large part 
in the transmission of the disease. The importance of 
lumbar puncture in diagnosis is accentuated. One is 
glad to see measures such as massage and electricity de- 
precated at least during the early stages. 

The author’s criticism of electricity ‘‘that it is 
supposed to be useful in some way or another but exactly 
how has not been defined’’ accurately states the case. 
It is not too much to say that the introduction of Fara- 
disim into medicine by Duchenne nearly one hundred 
years ago has proved a great calamity in the treatment 
of infantile paralysis by causing reliance to be placed 
on electricity and so holding back a rational treatment 
of the disease, such as rest, prevention of deformity, 
maintenance of the natural warmth of the part and 
muscle re-edueation exercises as Mr. Tubby outlines. If 
active willed effort on the part of the patient is facile 
princeps in restoring muscle function, as is generally 
agreed by orthopaedic surgeons, it is necessary, as our 
author points out that the effort should be carefully 
controlled since it is easy to increase muscle weakness 
if the exercises are either too long or too violent. In 
reference to foot stabilizing operations of the chronic 
stage that of Naughton Dunn could well have been 


included as being simple in performance and efficient 
in function. 

In the article on spastic paralysis we doubt if the 
statement that ‘‘Pathologically as the result of inter- 
mittent and excessive stimuli from the damaged cerebral 


cortex some of the muscles are over-excited and 
are in permanent over-action’’ is in accordance with the 
teachings of modern neurology. Is it not rather that a 
spastic paralysis is not the result of some cortical irrita- 
tion per se but of the removal caused thereby of cortical 
control and inhibition, so that sub-cortical centres are 
free to act more or less unrestrainedly? In the treat- 
ment of spastic paralysis we do not note any reference 
to the recent work of Hunter and Royal, which has 
passed beyond the experimental stage. Apropos of the 
cripple problem, which is at the moment attracting so 
much attention both in Great Britain and America Mr. 
Tubby believes that ‘‘the keynote of this problem is 
sympathy.’’ The reviewer is of opinion that much 
more than commiserating sentiment is required to grap- 
ple with this question, rather one of impatience, which 
cries for prophylaxis. It has been said ‘‘the cripple 
is made not born,’’ contingent on the fact that a large 
percentage of acquired deformities are preventible and 
it would appear that if progress is to be maae we must 
see to it that the medical profession during its student 
apprenticeship is educated to the importance of pre: 
venting deformity, and secondly the general public 
should be informed that speaking broadly deformity 
is as unnecessary as it is unsightly, so that it would 
seem that in order to reduce the incidence of the 
cripple we must begin with the doctor himself, into 
whose hands the case first falls. This means a know- 
ledge of the rudiments of orthopaedic surgery, which 
it is the insistent duty of those institutions training 
our youth in medicine to impart. As Sir Robert Jones 
has well said, ‘‘It is useless to suggest that the stu- 
dent’s time is already fully occupied, the endeavour is 
that it should be better occupied. 

Reference is made to the development and impor- 
tance of heliotherapy which has proved of such signal 
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benefit not only in tuberculosis but also in rickets. 
We believe that the scope of sun treatment will be 
increasingly enlarged and applied in any condition 
where an increase of metabolism is indicated. 

In the concluding words of Mr. Tubby, ‘‘The 
ultimate end of all orthopaedic surgery is a being per- 
fect in bodily structure and exercising his functions in 
the highest possible degree to the fullest advantage 
to his fellows.’’ 

To anyone wishing to know something of the trend 
of orthopaedic surgery the small book under review 
may be heartily recommended, written as it is by one 
distinguished in this branch of surgery. R. B. D. 


Operative Surgery. By Warren Stone Bickham, M.D., 
Phar. M., (Tulane), M.D. (Columbia), F.A.C.S8. 
Vol. V, 880 pages, 6378 illustrations. Price $10.00. 
W. B. Saunders Co., Philadelphia and London; 
Canadian Agents, The J. F. Hartz Co., Ltd., 
Toronto and Montreal. 1924. 


Volume V. of this comprehensive work, consist- 
ing of six volumes on general surgery is here reviewed. 

Contents of Volume V. cover the colo-recto-anal 
tract and the male genito-urinary system. As for the 
work from the printer’s standpoint, the paper and 
print are good, there is also a wealth of well executed 
illustrations as valuable to the students as the type 
material, in fact I cannot speak too highly of the ex- 
cellent illustrations in this work. The material is up- 
to-date, although I note the absence of Coffey’s method 
of excision of the rectum, and also the absence of men- 
tion of the same original worker’s method of implant- 
ing the ureter into the bowel. While Coffey’s method 
og excision of the rectum is open to argument I think any- 
one who understands his ureteral implantation method 
will agree that it leaves nothing to be desired. 

A review in detail of the work would be very 
lengthy. The various articles are well written and 
up-to-date and are broad in that they present the 
choice of several authorities for the different pro- 
cedures; in our opinion, however, some of the oper- 
ations quoted and the methods described, could well have 
been dropped as they are antiquated, and not in use 
to-day. 

To sum up the book as a whole I consider it one 
of the best publications of recent years and can 
strongly recommend it to the general practitioner. 

R. E. M. 


The Practical Medicine Series, comprising eight vol- 
umes on the year’s progress in Medicine and Sur- 
gery, under the general editorial charge of Charles 
L. Mix, A.M., M.D. Volume Il.—General Surgery. 
Edited by Albert J. Ochsner, M.D., F.A.C.S., Sur- 
geon in Chief, Augustana and St. Mary’s of 
Nazareth Hospitals; Professor of Surgery in the 
Medical Department of the State University of 
Tilinois. Series 1924. Demi-octave of 706 pages 
with 125 illustrations and 81 plates. Price $3.00, 
and of the series of eight volumes $15.00. Year 
Book Publishers, 304 South Dearborn St., Chicago, 
Til. 


This work, the predecessors of which are already 
familiar to most surgeons, is essentially a series of con- 
densed abstracts of everything of importance which 
has appeared in surgical literature during the pre- 
ceding year, especially full and complete with regard 
to those articles published in English, but also with 
many references to both French and German literature. 
Its value is much enhanced by frequent comments, 
following the abstract, by the editor. 

The first sixty-two pages are devoted to a con- 
sideration of technique in general, including anaes- 
thesia, radioactivity, new instruments and operative 
technique; the next forty-three pages to surgical patho- 
logy, and the remainder of the volume to regional 
surgery. 

The various abstracts, while in all cases concise, 
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give a clear statement of the purport of the origina! 
article, and since the origin of the latter, both author 
and journal, is in each instance indicated, they afford 
not only a summary but an index so that the reader 
may look up the original on any matter in which he 
may be particularly interested. 

The volume is of convenient size, is well printed, 
and fully illustrated. In short it may honestly be said 
to be: ‘‘ Well worth while.’’ E. R. 8. 


Practical Morbid Histology. Robert Donaldson, M.A., 
M.D. with Foreword by Sir Humphrey Rolleston, 
K.C.B., M.D. 364 pages. Price $5.50. The Mac- 
millan Co. of Canada, Ltd., Toronto. 1924. 


The book is primarily intended as a laboratory 
manual for students. It does not pretend to cover the 
whole field of pathology, but rather the commoner con- 
ditions which present themselves in the post-mortem 
room. In considering the various conditions there is 
first given a short and concise etiology; this is fol- 
lowed by a description of the morbid anatomy and of 
the gross appearance of the altered structure; then 
follows a description of the histology. There are no 
illustrations in the work, but the histological descrip- 
tions are word pictures and the student is directed 
to verify them by observation with the microscope. 
The final chapter deals with histological methods, stain- 
ing, etc. 

This work is well written and complete and should be 
very useful to students in their work in pathology and 
to practitioners who desire to review, the subject. 

C.. E. A. 


A Text-Book of Pathology. By William G. MacCallum, 
M.D., Professor of Pathology and Bacteriology, 
Johns Hopkins University. Third edition, thor- 
oughly revised. Octavo volume of 1162 pages with 
575 original illustrations. Cloth, $10.00 net. Phila- 
delphia and London: W. B. Saunders Company, 
1924. 


It is less than nine years since Professor MacCal- 
lum’s Text-book of Pathology first appeared, but it has 
already become one of the accepted standards dealing 


‘with the subject; indeed, it attained this position very 


shortly after its first appearance. Many factors contri- 
buted to its immediate success, amongst which may be 
mentioned the original method of arrangement of the 
subject matter whereby a fresh point of view is given 
to the reader, the lucid and flowing style which make 
the book such pleasant reading, and the splendid illus- 
trations, both gross and microscopic. The third edition 
which now appears is little altered in general form, but 
new matter has been added dealing with rickets, dia- 
betes, epidemic encephalitis, and other subjects. 

As Dr. MacCallum remarks in his original preface, 
no attempt is made to describe systematically all the 
diseased conditions which may occur in every organ, 
but the book is constructed upon the idea that all patho- 
logical disturbances are the result of some form of 
injury, and the arrangement is etiological rather than 
anatomical. It is this arrangement which constitutes one 
of the most attractive features of the work, but at the 
same time it is an arrangement which is apt to prove 
a drawback to the student who approaches the study 
of pathology for the first time. Such a reader is apt 
to be handicapped by finding that all the information 
regarding, say, diseases of the lung is not collected into 
one chapter. 

To those, however, who use the excellent index as 
it is intended to be used, the book must remain one of 
the very best of its kind in the English language. A 
feature which will be particularly pleasing to those 
familiar with the somewhat bulky predecessors of the 
present edition is that the new volume, although con- 
taining even more pages, has been reduced in size so 
that it can be handled with great comfort. 

Wituiam Boyp 





